y MARYLAND STATE DEPARTMENT OF HEALTH 
o6ees: of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
v 


¥ 
FOR STATE MEDICAL EXAMINER’S CERTIFICATE OF DEATH gusys 
HEALTH DE T. PLACE OF DEATH Z, USUAL RESIDENCE (Where deceased lived, If Institution: Residenc imi ssion) 
a. COUNTY a. STATE >, b. COUNTY : ah 
i Carroll MARYLAND Maryland Washington 
ges Se b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
gz £3 write RURAL and ele arest town) 28 a 7 i _ 
gee EM ural--sykesville 2 ays Hagerstown Blof. 
cSw az d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS cy pre se 
as ge/5 | Springfield State Hospital 1800 Pennsylvania Ave. ves] nol 
3S 3. NAME OF 
Se: = . First Middle Last 4. DATE Month Day Year 
DECEASED aaa ; OF 
Ene (Type or print) Fleeta Olivia Andréws DEATH i, 13 1965 
sce 5. SEX 6. COLOR OR RACE] 7, MARRIED [-] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE finyears er Leu ee ees 
je " f | Months | Days i 
S82 ne female white wiDoweD [=] pivorceot | 2/7/90 7 eal 
= 
so5 PE 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
uc = ®@ , 
L2@= SS ” | during most of working life, even If retired) INDUSTRY OUNTRY? 5. 
PSC ah, ire one Maryland USA 
oa 
os s gs 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£ ac 
Bee S35 Edward Craley Crelley 
=3tE ES 15, WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
Nco = (Yes, no, or unkown) | (Ifyes give war or dates of service) . . . 2. . 
Env #8 no none ringfield Hospital records, Sykesville 
se o 
= s= AE 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Ne 
Soa a PART |. DEATH WAS CAUSED BY: Acute pulmonary embolism--source unknown NST « 
2-4 35 IMMEDIATE CAUSE (a). : 
oto so he, 
ses §5 ce 00 DUE TO : ! ; 
Sse Ze Conditions, If any, which o__Arteriosclerotic heart disease years 
B83 35 gave rise to Immediate 
Zs ae oh (a), stating the ( PUETO 
See < underlying cause last. (c). = 
GES Be & | PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 19. WAS. AUTOPSY 
Ze2 BA =| Chronic brain syndrome with senile brain disease with psychotic PERFORMED? 
BS= 82 2\5| reaction. ves fx] NOC] 
= ol a 4 
a2 es © | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
SEB TE & | PRIMARY [) or CONTRIBUTING [} 
ase se 3 | CAUSE OF DEATH. 
= i. 25 3 | 20e. TIME OF INJURY Month, Day, Vear | 20d. INIURY OCCURRED |20e. PLACE OF INJURY (Home, farm.| 20f. (City or town) (County) Gtate) 
ese oe a Hour a.m. . vile Not whlle q factory, street, office bidg., etc.) 
res: es = p.m. at worl wor! - - - 
585 8 21. 1 certify that | took charge of the remains described above, held an Autopsy (7, —_ Inspection (), Inquiry [-], and in my opinion 
Sag. , a e, a 
efe Se death resulted from: Natural causes [>4, Accident Suicide [_], Homicide [[], Undetermined manner [_] 
<a ie 3° ’ CHIEF MEDICAL EXAMINER {_] 
2 oS =2 SAE nies waAin _p, ASSISTANT MEDIGAL EXAMINER [—] 22, DATE SIGNED 
rea 55 fears TY vera MEDICAL EXAMINER [EJ BSI346S 
= ois 5s RAMe Clyps) M, C. Port erfield Address (Street, city, town, or county) 
i2os p= 23a, gence) | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate) 
225 *. pec! = - . 
ey aa Biowal iis Masai jie , , Wd 
24, FUNERAL DIRECTOR 7 ADDRESS 25a, REC'D BY R Ss 


65 


oMAY 18 


peberkes peg 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06224: CERTIFICATE OF DEATH | 99698 


—= 


5 @e2 
ores : _ ASS. 
= 33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacoasad lived, If institution: Residence bofora admission) 
25 SSREE a. STATE b. COUNTY 
v arroll 
2 BNE C MARYLAND || Maryland an Lae =s5 
2 tu% B. CITY OR TOWN [iif outside corporate limits, c. LENGTH OF STAY IN 1b <. CITY OR TOWN [if outstda corporata limits, write RURAL end give nearast town) 
suze writa RURAL end give naeres! town) 
acs 15 Years! \ Mts Airy . et 
£ Bea . NAME OF HOSPITAL OR INSTITUTION [if no! in hospilal, giva street odd / d. STREET ADDRESS Is RESIDENCE 
3 ay A 
a x ves [] No fl 
Bn z. NAME OF | fone First F DATE Month Dey Yaar 
N 4) — 
a 
E ac (Type er print seas C * rz ae 4 saul DEATH 2 ign. 19 or 
a g¢ 5. SEX Es coll - ‘OR RACE|7, MARRIED JE] NEVER MARRIED [_] 8. DATE OF BIRTH “19. AGE rh ears es) PURGES 24 HAS. 
m7 Months ays jours Min. 
Be Male woow{] ovorco[j| March 16 1887 ".. a | | 
s Ws. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stata, orforaign country) | 12, CITIZEN OF WHAT COUNTRY? 
dona “i aiean most of “tabor lifa, even if ratired) 


UsSehe 


ONSET AND DEATH 


PART EAT MEDIATE CAUSE [a Ake evo $c be ceed Mh yye e.uPeie eS eee Severa/- 


3 

fe - i 

g ec 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

85 Randolph Jeniwee Pearl Fry 

gee Fame Pree Acta EVER IN U.S. ARMED FORCES? 116. SOCIAL SECURITY NO,| 17. INFORMANT er Addrass 

£s fas, no, or unkown) | (Ifyesgiva warordatasofservie 

m5 None Mrs. Lee Wiles Seme as 2 

= § ~] 18. CAUSE OF DEATH [Enter only one cause por line for lal, (b), « pe Min 22. # INTERVAL BETWEEN 
5 
é Uy. ¥- 3 C adi ears 
pe fF wa DUE TO Srtiovasceler Hyease yee 

Conditions, if any, which () | 


gava risa to Immediata causa 
(a), stating the undarlying 
causa | wa 


DUETO | 


The law requires that the death certificate be execut 


be retained by the hospital or attending physician, 


(e) =< u 


. | certify that (I) (this Wier apy: the deceased from... cscs 199.2 fo... A. see 9S that (1) (we) last 


fore on, 19. @S, and that death occured at SRM, from the causes and on the date stated above, 


be a PART Il. OTHER SIGNIFICANT CONDITIONS. ‘CONTRIBUTING TO DEATH BUT NOT RELATED TO THE = TERMINAL DISEASE CONDITION GIVEN IN PART Mel) 19. WAS AUTOPSY 
a PERFORMED? 

tot - 

g i 5 ves [] No Bq 

tS & } 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part t or Pert Il of itam 1B.) 

m @ | OR CONTRIBUTING [} CAUSE OF DEATH 

Bs & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

2 § | 206: TIME OF INJURY “Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Hema, farm, | 20f. (City or town} (County) (Stata) 

a a Hour a.m. While __ Not While factory, streat, office bldg., ate.) | 

I 2: exit 19 at work [] at work [] | 

ia 

3) 

a 

Ps 


saw the deceased alive of 


22b, DATE 


22a. SIGNATUR} ATTENDING MED. STAFF SIGNED, 
ne ito: ee pirector [] PHYS. [] Ee sb t~ 
: 22d, ADDRESS oe g 


RECTOR: After this certificate has been signed by the attending phy: 


page 3 should be detached for use as the burial-transit permi 


be filed with the State Dept. of Health prior to burial, cremat 


o. 


g 22c, PHYSICIAN'S 
Bo 
EB? NAME (Type) 
Bes | = _WB. CLE * ae a Mount Ary. 42 Mud2ry layed, 
Zeb 3 23a, BURIAL, ie” 236. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY aad LOCATION me lown or county) ~ (Stata) 

Z eciFy) 

o*o% 26 1965 | Bethel Methodist Virgieie 

VR AIS (4) 24 ERAL DIRECTOR'S SIGNATURE ADDRESS AM ray D ae a eS 25b. TRAR’ SIGI 

big Zana f.Ganter Leytonsville , Md, 


BY Y88L 8L dots : as idl 


sintyti todad 


eevodmied rqicdas 


o 


eth 


ineral 
d°2 
it 


pers. Pag 


bon 


completely filled in by t 
pa 
event, within 72 hours 


mave Cal 


£ 
3B 
> 
3s 
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3 
C= 
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The law requires 
Page 4 may be retained by the hospital or attending physician, 


TO HOSPITAL OR ATTENOING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


rte 


= 


, cremation, or removal 


director, nage 3 should be detached for use as the bi 
should be filed with the State Dept. of Health prior to bur 


jai 


it 


o 


MEDICAL CERTIFICATION 


sy 


pee 


MARYLAND STATE DEPARTMENT OF HEALTH 


OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 09699 


. PLACE OF DEATH 
a, COUNTY 


Carroll 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before WP i 


. STAT! b. COUNTY : 
MARYLAND : ‘Meryland ‘S21 timore 


b. CITY OR TOWN (If outside corporate limits, 


write RURAL and give nearest town) 
Westminster 


c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3 days Reisterstown I> 


“3 


@. NAME OF HOSPITAL OR INSTITUTION Gf not In hospital, give street address) 
Carroll County General Hospital 


a 
d. STREET ADDRESS 


@. 1S RESIDENCE 
oo 7 ON A FARM? 
152 Westminster Road ves} nok] 


. NAME DF First 
DECEASED 
(Type or print 


Mary 


Middle 


Last 4. DATE Month Day Year 
Eileen 


Barr DEATH May 27, 1905 


5. SEX 
Female 


6. COLOR OR RACE 


White 


7. MARRIED ["} NEVER MARRIED [5 
WIDOWED [] 


8. DATE OF BIRTH 


ca pat ory IFUNDER 1 YEAR |IF UNDER 24 HRS. 
s) Months | Days | Hours | Min. 
May 16, 1945 2 ag 


DIVORCED [] 


10a, USUAL OCCUPATIDN (Glve kind of work done 


during most of worktng life, even If retired) 


| 10b. KIND Pra pUSINESs DR 


11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 


ee Beltimore, Merylend To ahs 


13. FATHER'S NAME 


Welter R. Barr 


14. MOTHER'S MAIDEN NAME 
Mary Doris Hanley 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
reg fo, or unkown) | (Ifyes glve war or dates of service) 


TO 


17. INFORMANT 


16. SOCIAL SECURITY NO. 
ir Walter R 


52 Westminster Ra. 
None . Berr ,Reistoretoan Hd. 


IMMEDIATE CAUSE (a). 


t DUE TO 


Conditions, If any, which 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) 
PART |, DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


gave rise to immediate 0) 
cause (a), stating the ( DUE TO 
underlying cause last. (©). 


Jef: 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
ZA4- é 


19. WAS AUTDPSY 
PERFORMED? 


yes[} Not] 


9 Sf 


20a, ACCIDENT WAS UNDERLYING 
OR ada on OF DEATH 
(IF EITHER, NOTI 


EDICAL EXAMINER) 


“ 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


Hour a.m. 
m 19 


21. I certify that (I) (this hospital) attended the deceased from__2-<7. 2-7 


saw the deceased alive pn 


20c, TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 200. PLACE OF TUG ome; fon 
While Not nite factory, street, office bidg., etc.) 


at work at work 
16S to p27 , 19657 that (I) (we) last 


19 4", and that death occurred at 2M, from the causes and on the date stated above. 


20f. (City or town) (County) (State) 


za 


22a. SIGNATURE 
= Re 55 


hg DATE SIGNED 
ATTENDING ED. STAFF 

wo. BAe ONS or Bineotor C) pave s 2/6 
22d. ADDRESS 


22c. PHYSIC) 
NAME 


amet by ee ph 


rm) = Jon 5. LARS OES | 4.0 | 


23a. BURIAL, CREMATION, 
REMOVAL (Specinn 


Buris 


23b. DATE THEREOF 


5/29/65 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Druid Ridge Cemeter Pikesville, Maryland 


ADDRESS: ‘25a. 


Hs 2ellocclt Curys 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


08226 exe, CERTIFICATE OF DEATH 09700 


1. PLACE OF DEATH . 2. U ESIDENCE ite deceased lived, If institution: Residence before admission) 


8. COUNTY STATE b. COUNTY 
Carroll MARYLAND F Maryland Carroll 


b. CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) R 


ural-- 
Rural-~Sykesville limo. 23days||.“"Sykesville 

d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS e. oi A RRRNT: 
Springfield State Hospital, Sykesvillel| Route #2 vesL] no] 


3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


(Type or print) Enma Amelia Bartha Seat 5 7 49,65 


5. SEX 6. COLOR OR RACE | 7, MARRIED [=] NEVER MARRIED [-] | ® DATE OF BIRTH S._-AGE (in, years [IFUNDER  VEAR IF UNDER 24 HRS. 
} : tag Bi day) | Months | Days | Hours Min. 
female white | wivoweo pworceo(}|_ 3/26/93 } | 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


MN 


pe 


bon papers. Pages 1 and 


iny eveqt, within 72 hours after de 


carl 


during most of working life, even If retired} 
Housewife =-- Maryland 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 


John Glassman Wachert 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. ] 17. INFORMANT ‘Address 


(ies mo oruntown) |(Hfvesbnewarordatesafsevic)} 514-22-3941 Springfield Hosp. records, Sykesville 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Cardiac fail Bsr ue 
oe IMMEDIATE CAUSE (a) ardiac raliure YEars 
ao / DUE TO 
Pe Ac pswieh o__Arteriosclerotic cardiovascular disease years 
cause (a), stating the ( DUE TO 
underlying cause last. (0). 


PART IT, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART (a) 19. WAS AUTOPSY 
Involutional Psychotic Kéaction PERFORME 


ves[] No Po} 


pA 


transit permit. Then please re: 


, cremation, or removal, and i 


I or attending physician. 
After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the bul 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town} (County) (State) 
Hour a.m. while Not White factory, street, office bidg., etc.) 


p.m. at work at work O 
21. | certify that @F (this hospita)) ded the deceased fro! 
are ee, 


saw the deceased 
22a. SIGNATURE 7 


s 
= 
3 
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MEDICAL CERTIFICATION 


19, that #8 (we) last 
5 ellie was. toe ane 
ni it death occurred AT im the causes and on the date stated above. 
is DATE SIGNED 
AVES] Biitoron CO pve | 5/7/65 
220, PHSICTANS ADDRESS Springf eld Btate Hospital 


Page 4 may be retained by the hosp! 
should be filed with the State Dept. of Health prior to bu 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PHY: 


23a. BURIAL, yea | 23d. DATE THEREOF | 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Gh EMQVAL, penn 9 a 


a. FUNERAL DIREGTOR i DRESS 25a. REC'D BY REGI : TRAR’S SIGNATURE 
ohn (Suns Sens (ow sow . Hd. DATE MAY 10 


YR A15 (4) \\ 
15M 4-64 


Z 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


“3 _ 062 CERTIFICATE OF DEATH ‘ 09701 
3 Z M 1, PLACE OF VD, pide /f oe .' 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before, admission) 


eo. ST, b. COU! 
WL v wed Esach/o 
b. CITY OR TOWN (|IfAutside corporote limits, write ¢. LENGTH OF STAY IN Te 
iu] 


©. CITY (If cutside carporate limits, write RURAL and give nearest tawn) 
and give rest t A Vy, 
La. 


'd. NAME OF HOSPITAL (IF not in hospitol, give street oddress) 
OR INSTITUTION , ’ 


ony Urew Mitts. ireg__ (lore 


fter death. Page 4 


he funeral 


d. STREET ADDRESS 


Aired VE 


Bias 
ves] No St 


al 
Pages ] and 2 shauld be fil 
S 
9 


ate hos been signed by the attending physician and campletely filled in 


3. NAME OF First Middle Last 4. DATE Month Doy Yeor 
DECEASED OF 
tapeenmury) erfpre Bow evs. peaed ZF Weis 
9. AGE {In Ye IF UNDER 1 YEAR| iF UNDER 24 HRS. 
lost birthdo: 


5. SEX, 6. COLOR OR RACE |7- maRRIED [J] NEVER MARRIED (_] | 8. DATE OF BIRTH 
Ferv fe, Ws Wee wiowen Dx Divorce [J e - vA LETZEC 


: a Days | Hours] Min. 
100. oy Past corte Wier wie Fetal 10b. KIND OF BUSINESS OR INDUSTRY |41. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fe OUSC WwW 1ft2 (fore Cary La age BL A~ 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
August " BECKER Cn ref sve Piskas 


1S, WAS DECEASED EVER IN U. S. ARMED eae SOCIAL SECURITY NO. |17. INFORMANT Address //p pp uv ee? CE BEE 


(Yes, 10, oF unknown) Cy saa my 7 Ware es = r. Ae wie P Ad. 


VO 
1B. CAUSE OF DEATH [Enter only ane cause per Hfefor (of, (b), ond (¢)-] INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED BY: 3 d De 
IMMEDIATE CAUSE (0} 4041 ZL Fit al LLhics 


} DUE TO ’ ; 
Conditions, if any, which » LRterto 3 cfarstes fa dvs Chootily LD 78. 


gove rise ta immediate 
couse (a), stating the under: ( CUETO 
lying cause lost. a 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Ifa} /19. Fiasan iit! 


—_— Yes i. @ 


200. ACCIDENT WAS UNDERLYING-G> | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 16.) 
OR CONTRIBUTING-Et CAUSE OF DEATH ee —— —— 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Sa wan TG es Ee 

20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, form, ; 20f. (City or town) {County) (State) 
Hour a. m, While Not while foctory, street, office bldg., etc.) | 
—_—_— ! 


of ctr pt work — 
2 ify that (I) (this hospital 4 a) IRE. to: 
sf deceased alive Nal Ad 196 ecund that death accurred dae M, fram the causes and an the dote stated above. 
ATURE F ZG, [A 2b. ie 
fonpcatg CS Joc CAAA OK Biron _ HE $229 LS 
SICA 22d. ADDRESS 
LTP STEAD SL la rypla real. 


23d. LOCATION (City, town, or county) (Stote) 


BALTO,, MD. 


250. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATURE 
oad UN j ‘ bog 


Then please remave carban popers. 


transit permit. 


crematian, ar remaval, and in any event, within 72 h ae 
e 


MEDICAL CERTIFICATION, 


#€. _, 19M that (1) (we} last 


gttended the deceased from. 


INDING PHYSICIAN: The law requires that the death certificote be executed within 24 hoy 


R gare 
* i 
poge 3 should be detoched for use a 


@ haspitol ar attending physician. 


IR: After this cer 


Ro AURAL, CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 
BOREAL’ | 5/31/65 LOUDON PARK CEMETERY 


24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


may be retoii 
the State Board of Health prior ta burial, 
4 


TO HOSPITAL O 
TO FUNERAL 


as 


Ped 
=> 
ea 
a 

rs 


y HOWARD H, HUBBARD 4107 WILKENS AVE, 21229 


MARYLAND STATE DEPARTMENT OF HEALTH 
6398 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH t 


. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before adm! sion) 
8. COUNTY. a, STATE b. COUNTY ee 


Carroll MARYLAND Mare) and Howard 
‘b. CITY OR TOWN (if outside cor] pporete limits, c. LENGTH OF STAY IN 1b || c. CITY Ol ‘outside corporate limits, write RURAL end give nearest town) 


write RURAL and_give nearest town) 
Sykesville Daniels 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitel, give street address) |) d. STREET ADDRESS 8. pai 


Golden Age Nursing Home ves] nol X 


. NAME DF First Middle Last 4. DATE Month Day Year 
OECEASED : , OF , 
(ype or print) Koss BEL “ E / DEL DEATH LSVAL Z Ko 9 s— 
5. SEX 6. COLOR OR RACE |7. MARRIED [~] NEVER MARRIED[]| & DATE OF BIRTH 3. AGE {in an TFUNDER 1 YEAR|IF UNDER 24HRS, 
je ay) (Months | Days | Hours | Min. 
Female White wipowep [A vivorcen [-] Pot.29 1876 a8 | | 


yrs. 


10a, USUAL OCCUPATION ate kind of work done | 10b. en wa Peale OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUST! COUNTRY? 


home West Virginia 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew Jackson Emily Thompson 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) -| (If yes pive war or dates of service) 


No ? win Bridner,54 Glerwood Ave. ea OEE 


18. CAUSE OF DEATH [Enter oniy one cause per ling-4pr (a), (b), and (¢) 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


4 is x DUE TO 
Cenditions, If any, which (0) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELAT! OTHE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. rae oat 


Yes [] no [] 


=- 
\ 


filled in by the funeral 
apers. Pages 1 and 2 
ithin 72 hours after death: 


Bi 


letely 
ve catvon 
ny event, 


@ physician a! 


-transit permit. Then please re 
, cremation, or removal, and in 
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s 
‘< 
by 
= 
© 
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ry 
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= 
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3S 
4 
3s 
o 
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és 
3 
By 
= 
t 
oS 
3S 
Po 
3s 
=f 
By 
3 
» 
“4 
= 
cf 
s 
S 
= 
” 
rit 
3 
=a 
oS 
2 
= 
= 
= 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town} (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 


p.m. at work 
21. I certify that (1) (this i ed f“__, that (1) (we) last 


saw the deceased alive a , from the Causes and on the date stated aheve: 
b._DATE SIGNED 


2a. SIGNATURE i 
L, GT. W .D. = fu Cl fis. ol 2g 0S 


23a. BURIAL, CREMATION,| 23D. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION City, town or county) (State) 


purtan™ | 529-1965 Good Shepherd Ellicott Cit 


al 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b, EGIS’ "S SIGNATURE 

va ats F.C. Higinbothom, Ellicott City,Md ot JN 1 1965 [Pbornbag acy 

i E 


MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin, 


director, page 3 should be detached for use as the bu 


should be filed with the State Dept. of Health prior to bur! 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


i 


pers. Pages 1 and 2 


it, within 72 hours after dea 


‘ompletely filled in by the funeral 
arbon p: 


vel 


an 


mit. Then please 


cremation, or removal, and { 


ned by the attending physician a 
transit pe! 


Bt 


director, page 3 should be detached for use as the burial 


| or attending physiclan. 
should be filed with the State Dept. of Health prior to burial, 


ficate has been si 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certi 
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VR ALS (4) 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 9703 


06229 CERTIFICATE OF DEATH 


1, PLACE OF DEATH ; 2. USUAL RESIDENCE (Where ro lived, If institution: Residence before admission) 


a. COUNTY } OF fa a, STATE b. COUNTY 
¢ MARYLAND Llpliued 
b, CITY OR TOWN (if nea sap orate Iimits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate ilmlts, write RURAL and give nearest town) 


write RURAL and give ade town) 
Mukal— subese, Le. Ae dye |_ Sale more 2 
. NAME OF Hi AL OR INSTITUTION (If not In Ma sp give street address) || d. STREET AOORESS e . Te btae 


Pre cata fe (LES COuWw Cod Spring uel in 
NAME 0! Wee Lape Last é. 4. patie oa ns 


DECEASED 
(Type or print) ve r DEATH 


5, SEX 6 wl Se a hee 7, MARRIED °NEVER MARRIED [] ] & DATE OF BIRTH 3. AGE (in years [IFUNDER 


R 
Femal. A jeg me WIDOWED'E] pwvorceo C] TI LY- O2 last on Months] Days | Hours | Min. 
fa ‘ 


108 USUAL OCCUPATION Ind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forelgn an 12. CITIZEN OF WHAT 
? i INDUSTRY UNTRY? 


; Ae | ST ag en If retired) IN Mekelt CReof, WA 
5 up (3) “ 


14. erHER! 'S MAIDEN NAME 


AE SW. a Z foul bes Lb Fc 
WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. wea Address Sykeser We 


(res fo, or unkown) | (If yes give war or dates of service) pe 


es tl Stak ag Dead md. 
18. CAUSE OF DEATH [Enter only os cause per line for (a), (b), and (c). 4 INTERVAL at ay 
PART |. DEATH WAS CAUSEO B' patel Es 
240X IMMEDIATE CAUSE (2) / | pete Se 

0 
DUE A 

Conditions, If any, which PORE Tol i Z ae 9/20 
gave rise to Immediate 


cause (a), stating the ( DUE * ‘ 
underlying cause last. (c) (613 7, € ie / Zope 3 a 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENINPART 1(@) |19. WAS AUTOPSY 


RMED. 
yes [] NO 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Entor nature of Injury in Part I or Part II of Item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (CIty or town) (County) (State) 
Hour a. rm: While Not While factory, street, office bldg., etc.) 
19 lat work} at work 


21. re That tthis hospital) attended the deceased frm 4 = LY 1965 to OY «19 BS that WC (we) last 


saw the deceased alive on_s3-- 7 __19 ©5_, and that death occurred atZ24 M, from the causes and on the date stated above. 


22a. hau, 2b. DATE SIGNED 
ATTENDING MED. STAFF ee 
Omecror C] pave, | ~~ ¥- S_ 
nthe HYSICIAN’S stil al ADDRESS 
NAME (Type) SZ DSF Lg PD 759. 


_NBet 
23a. BURIAL, Cope | 23d. i SEPT “A NAME OF CEMETERY OR Bagpuss 2 |. LOCATION oa pg or county) (State) 
REMOVAL (Spi ; 
S| Arhutus I-nona Oo: 
Maaabas FUNERAL DIR 


Tiled 1135 ADDRESS 8 Tt ax "MAY. 10 "g 5 fem ‘a RS: bo a 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


< 
a 


2 
z 
aN 


2DM 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06229 CERTIFICATE OF DEATH _ o9704 


Peas oe 


= 
gy 
oO = —ae ae aemer ro — a 
5= in Heri OF DEATH 2, USUAL RESIDENCE (Whare dacaasad lived, If Institution: Residence before admission) 
caae OUNTY @, STATE b. COUNTY é 
2S arroll MARYLAND : ee / J 
=S x “a Ae. 
~c & a CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporate limits, writa RURAL and give nearas! town) 
peu Bee UR. iva naerasbyown) * 
78 PPSIRER PTS Oyr. 3mo. 29fa. Baltimore 
3s ; 
3 2 5 IC d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, giva straet address) d. STREET ADDRESS = %: IS RESIDENCE 
Pa ON A FARM? 
eed Springfield State Hospital 816 Beaumont Ave, 21212 | ony ae 
es = = tlhe Se - a kd 
aa 3. N beet leeds ; First Middle ; ee Bare Month ah Yaar 
{ype or print Vincent Andrew Cinquegrani DEATH 5 a 19 05 
5. SEX "|6. COLOR OR RACE 7. MARRIED |B} NEVER MARRIED. Oo 8. DATE OF BIRTH \5. Bip [no IF UNDER 1 ERT YEAR| oF UNECE HRS. 
: ‘Months | D H Min. 
male white wipowep [X]_ivorcep [_] 9-21-1890 ie S | S| ee 
Wa, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign aan 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if rated) 
: Barber -- Italy | USA 


13. FATHER’S NAME 


Pasquale Cinquegrani 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | {Ifyasgivawarordatasofservica) 


no 


14, MOTHER'S MAIDEN NAME 
Marie Fertitta Y 
v. INFORMANT Mrg. Marie Ptzgerald 
Hospital Records £ 601 Norh urst Way 
7 . ) Zz one 28 INTERVAL | BY ec r 
froronititeRitn Cardiac Failuce. )| Stet 
DUE TO . ri ; 
Conditions, if any, which i Ar te v(0 cof (16 a Cc Hea ct D (fe “e wy 


16, SOCIAL SECURITY NO. 


213-20-1790 


1B. CAUSE OF DEATH [Entar only ona causa par line for (a), (b), and (c).) 


Then please remove 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


gava rise to immadiata cause 


23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 


SpE 

a 5 

cS s 

ane 

spec 

233 

Sos 

343 (a), stating tha undarlying DUE TO 

ees Sees ©. - 

x) Zz PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO, DEATH acu NO} oe eae TO THI ue JAL as SE CONDITION_GIVEN IN PART al) 19. WAS AUTOPSY 

Geo 2 Chronic braan syn rome aSSoCtate cere arteriosclerosis | "PERFORMED? 

255 5 Paneer [ese Seay 

5 = | 200. ACCIDENT UNDERLYING Ld é BE HOW CURRED, a sean 

2 & iS OR CONTRIBUTING. As CAUSE OF DEATH DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in Pact I or Part Il of itam 18.) 

= 3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) << 

Bs2 eS z __ 

Sey % | 2Dc. TIME OF INJURY Month, Day, Yeer | 2Dd, INJURY OCCURRED } 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 

e<s = Reuter. While Not While factory, straet, offica bldg., atc.) | 

385 = cm Tag atwork EP ar wer ---- H -- 

rf 

8 = . 1 certify that (} (this hospital) attended the aa from... “ye to... of wr V9. that & (we) last 

> 3 saw the deceased alive on -i4 bhi 65. and that tah Scearbd ake 5 A, te: the causes “end on the. dah stated above. 

ean 22a. SIGNATURE ae oe 7b. She 
7 ING Al NI 

t23 pulln NV, Putchrecr mo [ME tern oR io 5-1 65 

seas, 2c. PHYSICIAN'S 22d, ADDRESS. ; 

“Zz xy! NAME (P=) Wilton H. Bushchman, ¥.D. Springfield State Hospital 

Ene 

$s 

mo) wv 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 4 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 
REMOVAL (Specify) 


ay 18/65 New Cathedral Baltimore 29,Ma 
REA @hicons SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 65 re SIGNATURE 
Witzke F.D.4101 Edmondson ve care MAY 17 196) 


: MARYLAND STATE DEPARTMENT OF HEALTH 
\_ DIVISION OF pSTATISIMGRE RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 09705 
4 LA ine ) 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
: Pane ae AT 2 + ONT te. Renae 


b. CITY DR TDWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CHY OR Cb al outside 53 A Timits, Write RURAL and give nearest town) 


write HURAL and give nearest town) yD AK Kn pal. (eq L.~ Hed Pek 


x 


Pages 1 and 2 


in any event, within 72 hours after death. 


a fe a 
F HDSPITAL OR INSTITUTION ( ci hospital, give street address) || d. STREET ADDRESS ADDRESS 


6. 1S RESIDENCE 
DN A FARM? 


ves Ano C1] 


3. NAME DF First Middle Last, h DATE Month Day Year 


DECEASED ” OF 

(Type or print) Ch Arles " ClAs DEATH MA é 1964 
5. SEX 6. COLOR OR RACE | 7. MARRIED EVER MARRIED [] | 8 DATE OF BIRTH 5. AGE (in, yeo/s[IFUNDERT YEAR FUNDER 24HRS, 
Moke WhAt WIDOWED [7] pivorceo [yb 62 30, /8F? ; Pegs eed ieee ie 


oC yes, 


24 hours after death. 


completely filled in by the funeral 


we carbon papers. 


e! 


1Da. USUAL DCCUPATIDN (ele) kindof workdone} 10b. KIND DF BUSINESS DR TL. BIRTHPLACE (County & State, or foreign country) 12. ¢ Bird BG WHAT 
} during most gf working life, even If retired) INDUSTRY ‘of, bea 
3s Zi e 4a aly Lane a 
= FER 7 ae NAME | f % 14. MDJHER’S MAIDEN NAME TJ sf 
2 Chereles (Las Life 42 ef | here t Fo 
at 15. WAS DECEASED EVER IN U.S. ARMED FDRCES? gees SOCIALSECURITY NO, | 17. ws C Address 
= (Yes, no, of unkown) | (If yes give war or dates of service) fy 
3 Ho be fa Ad dt Uh Pinot 
a. 
pay 18. CAUSE OF DEATH [Enter only one cause per line for ae (b), and (c),. 6) seo Fn ae ITER, BE ce 
2 PART |. DEATH WAS CAUSED BY: aa Fo ae 
BY 
5 


IMMEDIATE CAUSE (a). 
4-20) 


. DUE TD 
Conditions, If any, which ) 


gave rise to Immediate 
cause (a), stating the DUE TD 
underlying cause last. (co). 


ificate has been signed by the attending physician a 


Hour a.m. factory, street, office bldg., etc.) 


mM. 


& | PART II. DTHER SIGNIFICANT CONDITIDNS CONTR IBUTINGTO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART (2) 19. WAS AUTDPSY 
z 
| ves[] No [} 
2 = 
“| = | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 
§& | OR CONTRIBUTING [) CAUSE DF D 
3 | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
3 | 200. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 200. PLACE OF INJURY (Home, farm,| 20%. (City or town) (County) Grate) 
a 
= 


While Not While 
19 at work at work [| 


21. I certify that (1) (this ee Sis attended the deceased fro ifs we) last 
saw the deceased alive bi 1% 3 and that death pccurred at@© , from the offises and on the date stated above, 


7 “WO ly A (tk MD. ARNOING a Aitcron C1 fH PAYS. fol 7 ae? 


d with the State Dept. of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 
director, page 3 should be detached for use as the burial- 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 


3 

n j 220. anes i Fe ral: 22d. ADDRESS 

E W.it{FoAnd 4p | Manchester 

3 23a. BURIAL, CREMATIDN,| 235. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) Gtate) 
*. (cena it Wancheete/ \Mpnchuter Beh 


pe i as DIRECTOR ADDRESS. 


Jp a— Lr Kanpatrt Jed 


25/7 REGISTRAR: 


es tf or FESBS 


DATE 


\ 
VR A15 (4) y 


15M 4-64 


1 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE DSP MEDICAL EXAMINER'S CERTIFICATE OF DEATH 09706 
HEALTH 1 PLACE OF DEATH 2, USUAL RESIDENCE (Where doceased lived, If insiitullon: Residence before edmission) 
" » . STATE b. COUNTY 
i M Carroll ro Sees ° STATE Maryland Carroll 
3 r\ i b. CITY OR TOWN {if outside corporota limits, ¢. LENGTH OF STAY IN 1b [ve CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 

s se write RURAL ond give naorest town) ; 

88a Westminster DOA Westminster RD#6 

3 5 S 8 d. NAME OF HOSPITAL OR INSTITUTION {if nol in hospital, give straat oddress) , d. STREET ADDRESS . IS RESIDENCE 

elas G ‘ | ON A FARM? 
@ $ye3//| Carroll County General Hospital ves {] no [5] 

SES 3. NAME OF ol Smee aiiddle 4. DATE ‘Month Dey Yoor 7 

2 3 ie, DECEASED oF 

=° 23 (Type or print) GEORGE ARTHUR COLEMAN DEATH May 20, 1965 

23. 3. SEX 6 COLOR OR RACE)7, ARRIED PC] NEVER MARRIED [-]| & DATE OF BIRTH 9. AGE (In years |IFUNDER1 YEAR| IF UNDER 24 HRS, 

oon i 88 ener Months] Days | Hours | Min, 

zeAs male white wow] oivorceo[]| Jan 29, 1687 79° yn. 

a 10a, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or forsign sountry) 12. CITIZEN OF WHAT COUNTRY? 

pas done during most of working lifo, ovon if retired) 

3 retired construction worker Penna. U.S.A. 

2 13. FATHER’S NAME . ae + one 14, MOTHER'S MAIDEN NAME 

O Martin Coleman Margaret Setter 

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
(Yes, no, of unkown) | (Ifyesgivewar or dates of sarvica)} 
yes WWI Army 212-07-1979| Mrs. George A. Coleman same 
IRUBE OF DEATH [Enter only one ea = a 5 ae 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any delay is necessary, 


please execute the certificate, writing the word “pending” in pen 


YR AISME 
5M 1/63 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 


ated agent, prior to burial, cremation, or removal, and in any event withi "Rey 


Health or its design 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


U VAL BETWEEN 
DE, 


ONSE ID 


DUE TO 
{b). 
DUETO 
fe 


Conditions, if eny, which 
gove rise to Immediate cause 
(a), stating tha undorlying 
eouse last. 


use (le. {e), (6), and (e).] 


lon 
iS) 


MEDICAL CERTIFICATION: 


> 


EXAMINER'S 
NAME (Type) 


? 


21. I certify that | took charge of the remains described above, held an Autopsy [2h Inspection 


{/ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(e)| 19. WAS AUTOPSY 
| PERFORMED? 
ves [] NO WY 
20s, EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Pert U of item 18.) 
PRIMARY [] or CONTRIBUTING [J 
CAUSE OF DEATH. 
20e, TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 208. (City or town) (County) {State} 
icone gas While __Not While foctory, streat, office bldg., ote.) | 
P. D jot work [_] et work 1 


and in my opinion 


Inquiry Ea: 
fepdont oO Suicide feb Homicide Oo Undetermined manner Oo 


CHIEF MEDICAL EXAMINER: oO 
ASSISTANT MEDICAL EXAMINER oO 
DEPUTY eal EXAMINER 

ee os 
hd (Shear, 


DATE SIGNED F 


™ | 5/24/65 


ION,] 22b. DATE THEREOF 


‘22e. NAME OF CEMETERY OR CREMATORY 
Trinity Lutheran Cemete 


22d, LOCATION (City, town, or county] 


in nr Smallwood, Carroll Co, 


‘ADDRESS . 


MAY 2 4 1965 4b. Zz nebo Neds 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH o97n7 


1 PLAGE. OF DEATH F 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence hefore admission) 
if WM hegronn 


2 


a, STATE b. COUNTY 
BLL 
Af Twit (if outside orate limits, ¢, LENGTH OF STAY IN Ib |] c. wes OR 'N (iE outsfle corporate ee write RURAL end give nearest town) 
wr RAL and gly Nearest town) 2 


(if not in hospital, give street address) || d. ee sins 6. al Paro 


SLE \ ws res 
a Yar, Last ak Month Day Year 


DEATH a 19 G 
5. § j 8. DATE OF BIRTH 9. AGE (in years | If WNDER 1 VEAR|IF UNDER 24 ARS, 


las day) {Months} Days | Hours | Min. 
‘wiooWeD fa pivorcen [-] E:bg £7. af | | 
lve kitid of work done | LOb. KIND OF BUSINESS OR i. sath CE £26 State, ign country) | 12. CITIZEN DF WHAT 
during most of working life, even If retire; INDUSTRY . | Fie ¢ ai ieee, 


14. - MDTHER’S Mi 


15. WAS DECEASED EVER IN #-S. ARMED rontes 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
(Yes, no, or unkown) | (IfypS dive war or dates of service) 
Pn at 0 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


4 2a | DUE TD 


Conditions, if eny, which ) 
gave rise to Immediate 

cause (a), stating the ( DUETD 
underlying cause last. (c) 


PART Il, DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUTNOT RELATED TD THE TERMINI At DISEASE CONDITIDN GIVEN INPART 1(a) {19 oe sab Tata? 


ves FI] np 


d completely filled in by the funeral 


se rembye carbon papers. Pages 1 and 


mit. Then pl p 
, cremation, or removal, 4nd iteany pvent, within 72 hours after death. 


transit per 


al or attending physician. 


20a. ACCIDENT WAS UNDERLYING at) 2Db. DESCRIBE HDW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [| CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE DF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a.m. While Not vinute factory, street, office bldg., etc.) 
p.m. at work] at work 


21. | certify that (I) {this hospjtal) attended the ere froi that (1) (we) last 
a te peconeed ea o 19, at death occurred a causes and on the date stated above. 


| 22b. DATE SIGNED 
MED. STAFF 

.D. PHYS. pirector [] Puys. [] 

ieee ee B ‘ 


_ OAgTIN 


23a. ot LV ie 23b. DATE THEREDF : R b ATIDN (City, town or county) (State) 


DVAL (Specify) kk, 
; 


¢) | 24 AUNERAL DIRECTOR bet a. vy REGISTRAR | 25py/ MEGISTRAR’S SIGNATURE 
VR AIS (4) X VOeELe ceed v4 oate MAY 10 fObonkes \astgee 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to buri 


Page 4 may be retained by the hos| 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physic; 
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or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicia 


Page 4 may be retained by the hosp 


letely filled in by the funeral 


‘and col 
event, 


, and i‘: 


Then please(remeug c 


with the State Dept. of Health prior to burial, cremation, or removal, 


bon papers. Pages 1 and. 
, within 72 hours after 


director, page 3 should be detached for use as the burial-transit permit. 


should be filed 


VR A15 (4) 
15M 4-64 


~ 


Lo) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06235 CERTIFICATE OF DEATH _09'708 


1, ein ear a 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admlssion) 
es a. STATE b. COUNTY vA 
Carroll MARYLAND Md. Balto. 


b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Westminster Reisterstown ‘4 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street eddress) || d. STREET ADDRESS @. pai ee 
Carroll County General Hospital 116 Hanover Road yes] nok 


3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


(Type or print) Kathleen Ce Condon DEATH May 29, 19 65 


5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE aes IFUNDER 1 YEAR IF UNDER 24HRS, 
ct Months | Days | Hours | Min. 
Female White winoweo[-] __pivorceofy| May 28, 1892 7 ae : | 
10a. USUAL OCCUPATION (Give kind al 10d, a ee OR IL. BIRTHPLACE (County & State, or foreign country) | 12. eaeeaen WHAT 


during most of working life, even If retired) . 
New York City USA 


Retired Schoo eache 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


John H. Crosby Catherine T. Roach 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Radress 


(Yes, no, or unkown) | (Ifyes give war or dates of service) 
Mrs. Caryle N. Montanye Sr.  Glyndon, Md. 


No None 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).1 INTERVAL BETWEEN 

PART 1. DEATH WAS CAUSED BY: ié f g LA /, y URGE cane Ey 

_, . 'MMEDIATE CAUSE (a) = — 
72 41 
DUE TO 

Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c) : 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. eA 


Yes] Not] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert | or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work] et work im 


21. | certify that (0) (this hospital) attended the deceased from 2), _, 19°3_, to_be 27, 19057 that ( (we) lest 
saw the deceased alive on_/Me~ %4,__19 © 4” and that death occurred at_ AM, from the Causes and on the date stated above. 
Za. SIGN 22b. DATE SIGNED 
; F 
~) x 5, mo. PR NS ET Dintcror O) pve, C| S /og he 6a 
22c. PHYSICIAN'S 


22d, ADDRESS 
NAME Cpe) (6 pia S, HarsHey Md, | 2, SS At Af 2c TK ek 


MEDICAL CERTIFICATION 


23a. BURIAL, CREMATION, 29b. “DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pecify) 4 : . 2 
Burst June 1, 1965| Druid Ridge Cemetery Pikesville, Md. 


34, FUNERAL DIRECTOR ‘ADDRESS Be, REDD BY REGISTRAR 250. -ARSTRARE STQATY 
J. F. Eline & Sons Reisterstown, Md. pare JUN il 196 f d 7G 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


during ost of working life, even If r, INDUSTR' 


¢ 
‘/)| 08235 CERTIFICATE OF DEATH 09709 
28 1, PLACE DE DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
oD a, COUNTY, f b. 6 
ae MARYLAND Pol 
2s b. CITY OR TOWN (if outsl gernrets limits, c. LENGTH OF SJAY IN 1b |] c. CI @ limits, write RURAL and give nearest town) 
ao rite RURAL ani je heares' , ( 
“3 A 
ox d. NAME OF HOSPITAL OR INSTIJUTION vr not In hos; das ®, pate 
£266 (2 
BeOS | / ves] no 
i 3. NAME DF ti fs Middl N Last 4, DATE Month Day Year 
DECEASED _ OF 
(ype or print) A-AWNW- CyLLi wee DEATH lf /o 19 b6.S— 
5 Sl 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[]| & DATE OF 30 9. AGE i lle’ NES Palle: le 
is | Days 
te v3) WIDOWED X DivorcED {_] Gs 4 | eh 
yon USUAL OCCUPATION (Give kind gare 10b. KIN’ oe BI 
re 


iL 0 (County & State, or foreign country) "é 


12. cae OF WHAT 


Lo-StA. 


IER’S NAME 


Mens Lovee 
Waki 


14. {MOTHER'S MAIDEN NAM, 
t 


15, WAS DECEASED EV! 
(Yes, no, of unko 


INU.S.ARMEDFDRCES? | 16. “Wh 


Address 


md 


f yes vive war or dates of service) 
18. CAUSE DF DEATH [Enter only one cause per line for TA (b), and (¢).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


ed by the attending physician and completely filled in by the funeral 


transit permit. Then please remove, 
, cremation, or removal, and in any 


INTERVAL BETWEEN 
ONSET AND DEATH 


A DUE TO 
Conditions, If any, which (b). 


hysician. 


-gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


Cor Me12000 Gg 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


Deoteanr. 


19, WAS AUTOPSY 
PERFORMED? 
ves[} NO 


20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [7] CAUSE OF D 
(IF EITHER, NOTI EDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 


. , 
HYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


21, I certify that (I) (this 


While 
at work 


MEDICAL CERTIFICATION 


o Not While 


19 at work 


After this certificate has been sign 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
factory, street, office bldg,, etc.) 


hospital) ~— the deceased fro 
saw the deceased alive pn. 2 7s ah that death occurred a’ 


20f. (City or town) (County) (State) 


eS to 196.5, that () (we) last 
, from the causes and on the date stated above. 


1 


22a. SIGNATU! 


ee 


M.D. 


22b. Spe SIGNED 
STAFF $7 
{a ofan 


ED. 
Director {1 PHYS. 


22c. riaie 


me) ss S. Ken ste 


aan ADDRESS 


ee ee a 


EMAJORY 


Page 4 may be retained by the hospital or attending pl 
director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to bu’ 


TO FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTENDING P 


"6 | 23 ME OF CEMETERY 0! 
a a 
= 


> (State) 


LOCATION (CI: To or goun: 


i. 


VR A15 (4) 


15M 4-64 Bs 


25a, iN cD 


"4 


GIST 


in 24 hours after 
led in by the funeral 


hours after death. 


& 


apers. Pages 1 and 2 shou! 


id complet 


ician an 


ding physi 


it permit. Then please remove carbo: 


fan, 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 
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After this certificate has been signed by the atten: 


be retained by the hospital or attending physici 


ATTENDING PHYSICIAN: 


ECTOR: 


s 


death. Page: 
TO FUNERAL 
director, page 3 should be detached for use as the burial-tra 


~ TO HOSPITA) 


WR AIS (4) 
o\ \I5M 7/61 


> \W 
Yo 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06236 CERTIFICATE OF DEATH mitye U) 


|. PLACE OF DEATH “ "|| 2. USUAL RESIDENCE (Whare deceasad lived, If institution: Rasidence bafore admission) 
ESET a, STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll. 


b. CITY OR TOWN (if oulside corporeta limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN [If outside corporate limits, write RURAL and give nearast lown] 
writa RURAL and give nearast town) 


Westminster RD #5 25 years xX Westminster RD #5 _ 


d, NAME OF HOSPITAL OR INSTITUTION [if not in hospilal, giva straal addrass) | d, STREET ADDRESS |e, 1S RESIDENCE 


3. NAME OF First “4. DATE “Month 


DECEASED OF 
(Type or print) Aer Viola My ny DEATH May 
ch x 6. COLGR OR RACE) 7, MARRIED [] NEVER MARRIED 8. DATEOF BIRTH 19. AGE (In years |IF UNDER 1 YEAR| IF UNDER 
oO a peaibirh ey] seal Days | Hours 


white WIDOWED fx] pivorceof]| Mar. 17, 1898 67 yes. 


done during most of working lifa, even if retired) 


housewife 


Va, USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stata, or foraign country) — ‘12. CITIZEN OF WHAT COUNTRY? 


Carroll Co., Maryland 
13. FATHER’: $ NAME 14. MOTHER'S MAIDEN NAME 


John Morris Ecker | Ida Mae Lambert : 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL ‘SECURITY NO.| 17. INFORMANT Adi 
(Yes, no, or unkown) | (Ifyasgivawarordetes of sarvica) 


eo == ee Miss Christina Owings Z 
18. CAUSE OF DEATH [Enter only one cause per line for (a). (b), and = —— 7] INTERVAL BETWEEN 


ONSET eee 
PART I. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE (a) __ OFA “ TL _ 


se alas Seep | hteaas Wess Js 


gave rise to immadiata cause 
(a), stating tha underlying 


ih sais sede Aff flerT banded HE 


PART I. OTHER SIGNIFICANT CONDITIONS CO! TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART la AS AUTORSY 
sr PERFO! 


ves [] NO 


20a. ACCIDENT WAS UNDERLYING [] ) 20b. DESCRIBE HOW INJURY OCCURED, (Eniar natura of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yaar | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stata) 
i ee While __ Not While factory, streat, office bldg., ate.) | 


MEDICAL CERTIFICATION 


21. I certify that ( De gn yrs) attended the deseased from: [Gnd VELA to. wp 198A that (I) (we) last 


causes and on the date stated above, 
~—-22b, DATE 
SIBNED, 


BURIAL, CREMATION, | 23b. DATE RUEREOF | 23e. NAME OF CEMETERY OR CREMATOF 23d, LOCATION {Cir town or county) ae “he 
EMOVAL (Specify) 


‘burial _|May 28, 1965] Winters Church Cemet 


FUN RAL DIRECTOR'S “SIGNATURE ADDRESS: 2! REC'D BY REGISTRAR | 25b, ze TRAR'S gSIGNATURE 
= PGE 1 fee patotozet Z Seze1t nee _e Ciao MAY 2% caw: pez 48 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within . hours after death. 
TO FUNERAL DIRECTOR: 


15M 


— 


VR A15 (4) 


MARYLAND STATE DEPARTMENT OF HEALTH 
‘ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


\ 06237 CERTIFICATE OF DEATH 9711 


< iM 
223 1, PLACE DF DEATH cd, pee RESIDENCE (Where deceased lived, If Institution: Residence before admlsjion) 
en a, COUNTY laryland b. COUNTY 

Qe MARYLAND t 

s ERS 5 ‘OWN (If outside cor (phe limits, c. LENGTH OF STAY IN 1b || c. he OR TOWN (If outslde corporate limits, write RURAL afd give nearest town) 
a ee write RURAL and give nearest town) 

28 Rural = Sykesville ame 12d. Gaithersburg 

3 oa d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS 6. PSR ase 
=a 

Sas /S| Springfield State Hospital sbury Me ves] no 
Sse 3. NAME DF First Middle Last 4. DATE Month Day Year 
Be* DECEASED OF 

ra 


(Type or print) Mar; Katherine D DEATH 19 
5. SEX 6. COLOR OR RACE | 7, aa [Dy Never MARRIED [J | & DATE OF SIT 9, AGE (In eo IF UNDER YERR(PUNDERZ 


iy 
= 
‘a last birthday) |Months| Days | Hours | Min. 
r=) jonths | Days | Hours | Min. 
2¥ ) | renate White | wioowe[ —_oworceo[]| Jans 16, 1677 wn, 
 S 10a, USUAL OCCUPATION (Give Kind of work done| 10D. KIND OF BUSINESS OR TL, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S during most of working ilfe, even If retired) INDUSTRY COUNTRY? 
g 
ey Nurse Virginia UsSeAe 
as 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jefferson,W. Duffey Nannie Hyder 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
Yes, no, or unkown) | (If yes lve war or dates of service) 
No None Springfield Hospital Records, Sykesville, Ma, 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).. INTERVAL BETWEEN 
Pali’: tem ek ellie Wy. . eect RSET OE 
IMMEDIATE CAUSE (2)__Arteriosclerotic heart disease, : yrS» 
Hf é 4 DUE TO septicemia. 
7 


pa a ie ws. we —Pyogenic abscess of right elbow with possible das. /wks./ 
gave rise to Immediate 


cause (a), stating the ( OUETO 
underlying cause last. (0) 


certificate has been signed by the attending physicia 


director, page 3 should be detached for use as the burial-transit permit. Then 


& | PAaRTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) 19. Was AUTDPSY 
- ee ? 
< a = 
z|.CBS with Senile brain disease without qualifying phrase ves} NO fe) 
i | 20a. ACCIDENT WAS UNDERLYING Ob. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [4 CAUSE OF DEATH 
© | (le EITHER, NOTIFY MEDICAL EXAMINER) 
2 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
re a Hour a.m. While Not while factory, street, office bidg., etc.) 
2 = at work L_] at work 
ma 21.1 certity that (0 (this hospital attended the deceased na ae 130g ay 29, , 19.65_, thatX0) (we) last 
nd that death occurred a fr en ate causes and on the date stated above. 
- 22b. DATE SIGNED 
ATTENDING MED. STAFF 
pHys. (| _pirector (] Pus. 5/29/65 


iP APORESS Springfield State Hospital 


2 B EMAT! 23d. ATIO reprrtle, yor county) (State) /) 

fon G5 Seilo Dy | [lachewthn” vad 
25a. REC'D BY REGISTRAR GISTRAR’S S|GNATURE 

Fidei ii osfUN 2 1965 Zz = Se 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 
=, 


23a. pe CREMATIOT 


rAL L (Specify) 


4-64 


TG HOSPITAL OR ATTENDING PHYSICIAN: 
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Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendi 


director, page 3 should be detached for use a 


MARYLAND STATE DEPARTMENT OF HEALTH 
uit N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 09712 


Carroll MARYLAND 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b 
write RURAL and glve nearest town) 


kesville k mos. Baltimore 
aan ga HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 0: TS RESIDENCE 


Springfield State Hospital 326 Hickory Ave. ves] nok] 


|. NAME OF First Middle Last 4. DATE Month Day Year 


DECEASED OF 
(Type or print) ERNEST ALTON ECKER DEATH May 19 65 
ears | [FUNDER 1 YEAR|IF UNDER 24HRS. 


5. SEK 6. COLOR OR RACE 5 ; Th 
R CE | 7, MARRIED [x] NEVER MARRIED[_]| 8 DATE OF BIRTH Oe Ne ae TRSEGEA oes niente FAR 


Male White WIDOWED ["] pivorceD[}| 6-9-1891 73 yrs. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


lerkretired Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Harrison Ecker Mary (maiden name unk.) 


1S. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No 215-05-4980 | Records, Springfield State Hospital 
18. CAUSE OF DEATH [Ent i lil 5 1. INTERVAL BETWEEN 
PART |, DEATH Sell oo Keg: ahs ONSET AND DEATH 
Dy IMMEDIATE CAUSE (2) Bronchopneumonia |__Days 
A DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). = 
Ohiete: weitin, oonne CONTRIBUTING TO ET wit RELATED Uae ae toge lena oie IN WEE 19. RS OED. 
ro: a. rome associated with cerebral arteriosclerosis, wit 
epee Beit. yon > yes [] NO fe] 
0a. ACCIDENT WAS UNDERLYING “4 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 28.) 


OR CONTRIBUTING [|] CAUSE OF DET 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m, While Not While factory, street, office bidg., etc.) 
m. 19 at work] at work 


21. | certify that (1) (this ake 4 ioe? the deceased from. wi to, , 19___, that (I) (we) last 
saw the deceased alive o! =O! 19____., and that death occurred 20G), the causes and on the date stated above. 
22a, SIGNATURE > - 220. DATE SIGNED 
TB A Lites mo. PAYS °C] Bintcror C]_ pHs. nl 5ah-65 
Bee. US ea 22d. ADDRESSSpringfield State Hospital 
we Octavio A. Ruiz, M. D. | Sykesville, Maryland 


23a. Ly Epoch | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ecify) 


1, PLACE OF DEATH 
a. COUNTY 4 


apers. Pages 1 a 
ithin 72 hours after daat! 


~ 
EY, 


letely filled in by the fune, 


hon p 


& 


i physician and comp 


in 


X 


s the burial-transit permit. Then please remq 


S 
> 


MEDICAL CERTIFICATION 


= 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


Windsor Mill Rd .Md 
\ ADDR 25a. REC'D BY REGISTRAR | 25b. mee pet JATURE 
reais oo CE 3818 Wasp Gur) ore MAY 6 1965 fSerbeg Jonge 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


09713 


CERTIFICATE OF DEATH 


Reg. Dist. No. 


ily at OF DEATH 7 Me dot t eghae pues deceased lived. 


If institution: Residence before admission) 


b. CITY OR TOWN (if <n ie limits, write 
iD ond ra nearest to 


¢. LENGTH OF STAY IN Ib _ & CITY OR TOWN (If outside corporote == write RURAL ond give nearest town) 


LOEW: 


) d. STREET ADDRESS 


d. oA oe AOSTALT (If nol in LG, give street oddress) 


e. I$ RESIDENCE 
A FARM? 


yes [] NO 


the funeral director, 
shauld be filed with 


i 


BEWEDY. BEN EDU ST 


9 


¥ 


ond 


Yeor 


WKS 


9. AGE {In sere —n fre) Bo ’ = IF UNDER 24 HRS. 


Leppert EOGENE” LOCKER 


5. SEX 6 oy OR RACE | 7. bers 4 NEVER MARRIED [] | 8. DATE OF BIRTH 
aoe oworceol] )/ W/Z ¥ 2 SS, 


Pages 1 


10a. pide OCCUPATION ae as kind of work done} 


Min. 


ial ata OF WHAT COUNTRY? 


during most of working life, ceien if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or Sareigh country) 
CEYENT _lO_ | PULRYLA MD 


14, MOTHER'S MAIDEN NAME 


PELT HH 


13. ai NAME 


ECKEL. 


5. WAS La IN U. 5. ARMED FORCES? |16. iy SECURITY NO. 


1 
(Yes, no. of y Ut yen, give wor or dates of service) 


F [te ne OF DEATH [Enter only one couse = for (0). (b}. ond (€).] 


~ 
e 
o 
e 
é 
3 
3 
3 
& 
= 
o 
E 
3 
oe 
~ 
“ 
Ao 
ss, 
3 
0 
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5 
cs 


17, INFORMANT 


LD 


INTERVAL BETWEEN 
ONSET ANO DEATH 


PART |. DEATH WAS CAUSED BY: 
, P IMMEDIATE CAUSE ) 


Then please remave carbon papers. 


Conditions, if ony, which 
gove rise to immediote 
co¥se (0), stoting the under- 
lying couse lost. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Manes oN 


ves] No 


LE CORT ORNS aoc gag Nee A8 A 


UNDERLYING (J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
CAUSE OF DEATH 


200. ACCIDENT WA‘ 
OR CONTRIBUTING 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 
Hour o. m, While Not while. 
p.m. 19 lot work 1] ot work 3 


21. | certify lh 1 attended the deceased from._——>J/_fJ_ LE ae thes 


‘20e. PLACE OF INJURY (Home, farm, we (City oF town) 
foctory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


(State) 


T%___.,that t last saw the deceased 


M, fram the causes and an the date stated abave. 
Sf SIGNED 


See eer, 


IR: After this certificate has been signed by the attending physicion and completely filled 


he haspital ar attending physician. 


alive on_ 2]. 20. iS aS 12_______, and that death occurred a! 


MM, Wel ERP 


2 


IRIC OF; 


Ztd. LOCATION (City. town, or county) 


the registrar priar to burial, crematian, ar removal, ond in ony event within 72 hours ofter death. 


page 3 shauld be tetached far use os the burial-transit permit. 


may be retai~>, 


Nal 
Wo. BURIAL CREMATION, N [2b DATE iow Te. OF vw OR crEMATORY 
-REMO) sere 
LL é5| 
rear: rie ORS 
Wie 
. ik 


TO FUNERAL Dt. 


a 
= 
a 


bred 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death ce 
2 
= 


F sy y, 


ECD BY REGI ‘Tab, REGISTRARS SIGNATUI 
STR [ers 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


05220 CERTIFICATE OF DEATH 09714 


weg MARYLAND STATE DEPARTMENT OF HEALTH 
y 


& 82 4 ae = = = 
S 23 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed fived, If Institution: Residence before edmission) 
ae ee OD # a. COUNTY a. STATE b. COUNTY 
5 gni\ Carroll Maryann || __ Maryland ‘ Carrol. 
= ees b. CITY OR TOWN {if outsida corporata limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporata limits, writa RURAL and giva naarest town) 
= B writa RURAL and give nearest town) ; 
Soe taab Westminster 7 years ) Westminster * 
= a o yee d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street ‘addrass) / d. STREET ADDRESS le Ug es 
Suk | & 
@ ae x Al eer Street |; 41 Liberty Street ts [] Nos 
4 emo rorss — ———— 
5 "Sit iadnl EE NAME OF “First Middle Last Ns DATE Month Dey fear 
N : 
ae {Type or print FANNIE ECKSTINE DEATH =i 2S 1965, 
BryseR 3 "| 6. COLOR OR RACE) 7 MARRIED [DDNever marie [7] | 8 DATE OF BIRTH ]9. AGE (in yaars |JF UNDER? YEAR) IF UNDER 24 HRS. 
és ie ee ‘Months| Deys | Hours Min. 
female white wow KF] vivorceo[]| March 9, 1882 | | 


Ta. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foraign a= 12. CITIZEN OF WHAT COUNTRY? 


dona during most of working life, evan if retired) 


saleswoman variety store | Linwood, New Jersey Ue Sal 
13. FATHER’S NAME - a ee MOTHER'S MAIDEN NAME =... 
Kenneth Rennard Carron | Mary Elizabeth Smith 
its WAS pea ie IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address “ a 
‘es, no, or unkown} | (Hfyesgivawarordates ofservica)) “2 
-- -- 220-24-4561) Mrs. Irene G. Haines same 
18. CAUSE OF DEATH [Entar only ona cause per lina for (a), (b), and (c).) ~~ TINTERVAL BETWEEN. 


ONSET AND DEATH 
PARTI. DEATH WAS CAUSED BY: TrreeVvat H/émore HACE, Cevenrie/izED | /WeeEK _ 


AGI. 5 DUE TO - 
Conditions, if any, which (b) IN YELOMP (HETAPLASIA WZ YEAR _ 


ava rise to immadista eause 
(2), stating tha undarlying ( DUETO 
causa last, (e} 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s)| 19. ASIAN Re 
- 

5 Prerégioscegotic CARDIOVASCULAR PISEAS ves EJ No 
& [20s, ACCIDENT WAS UNDERLYING [] | 206, DESCRIBE HOW INJURY OCCURED. (Entar nature of injury in Part For Past Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& |r EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Yaar | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Homa, 208. (City or town) (County) (State) 

a Hears asin, While __ Not While factory, straat, office bldg 

gz ane 19 et work [ ] at work [| 


‘CTOR: After this certificate has been signed by the attending physician and completely filled in by 


director, page 3 should be detached for use as the burial-transit permit. Then please remove. 
be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any @" 


ATTENDING PHYSICIAN: The law requires that the death certificate be executi 


9: 


be retained by the hospital or attending physician. 


saw the dgceased alive on 
222 TURE 


Aas3 DAY 


(TAY, 2S... 
Sf a mS Mey oO Pays, el a. SVAS? ES 


|22d. ADDRESS 


wane Acar 5 
IAME (Typa) 


Ze. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county} (St 
ae pacify) 
at fay 27, 1965 pene eee Cemetery Westminster, Maryl and 


VR AIS (4) 24 FU ‘S. DIRECTOR'S SIGNATURE ADDRESS wn. F04, REC'D BY 1 196s 25b, REGISTRAR’S, SIG! = 
hum re 2. 7#YE no, _ [pbotinaeiaee AM MAY 97 1965 


‘© HOSPITA 


v death, Page 


TO FUNERAL 


as 
Ax 


w 


: 


MARYLAND STATE DEPARTMENT OF HEALTH 


21. | certify that (I) (this hospital) attended the deceased from. 4 ; 196 5>, to. S , 19 S55 that (1) (we) last 
saw the deceased alive on 7 19_GJ7, and that death occurred at lo, from the causes and on the date stated above. 


228. SIGNATURI : hg DATE SIGNED 
ATTENDING ED. STAFF ey 
CN 5 Fs — wo, Be 3 -Bintoror pays, 5 gS es 
a os 


22c. PHYSICIAN'S 


22d, ADDRESS az 
} WAME PS) (oO Kray S. AAS HEY > | V bre her Able LiL ey bere 


——— IVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Poet: gis 06 CERTIFICATE OF DEATH 09715 
f= 
3 228 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
3 s 
oe. Pesan STCORNTY 11 a, STATE b. COUNTY 
B 272 eae MARYLAND Maryland Carroll 
3s Se b. CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
2 Bs ge Wercionce and give nearest town) L da # ' 
Baa ve nster x Westminster 
e z gn d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) f° STREET ADDRESS e. PS acelas 
= se ‘ 
“ =3s Carroll County General Hospital 17 EH. Main Street yes{] no &] 
s 3. pid First Middle Last 4. Bee Month Day Year 
= {Type or print) GEORGE WILBUR ENGLAR DEATH May aay, 19 65 
a1 
S Sas 5. SEX 6. COLOR OR RACE | 7, MARRIED [<} NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years] IFUNDER 1 YEAR |IF UNDER 24 HRS, 
3 SS BS male white OD Z gst birthday) Months | Days | Hours | Min, 
s E58 wipoweD [7] pDivorceOD[]| Jan. 14,1907 5 yrs. 
ng cs 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 21, BIRTHPLACE (Gy & See Fie e country) | 12. CITIZEN OF WHAT 
& oo es during most of working life, even If retired) INDUSTRY. Y Ma % an COUNTRY? 
3, gee collector Gas & Elec. Co. Uniontown, Carroll Co.| U.S.A. 
B eS 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
=. : 
= BEE Jesse F. Englar Nellie C. Jordan 
o 2, = 15. WAS DEC EASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address ™ 
s Les (Yes, no, or unkown) | (Ifyes give war or dates of service) - 
5 see yes 212-01-4371 Mrs. Bearkla C. Englar babe 
~ Sos 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
S22 E PART |. DEATH WAS CAUSED BY: Canteen Z ONSET AN! 
BSuks 5 IMMEDIATE CAUSE (a). 
#9 235 HAoO DUE TO 
0.2.5 ey 
ge “SS Conditions, If any, which (0) PA bricec lat aw ne 
"Soo ar gave rise to Immediate 
ss 32 cause (a), stating the ¢ DUE TO 
= Bese underlying cause last. ©) 
Bs oS 3s 5 PART 1]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN INPART (a) |19. Wes ea 
2. 2e4 E a ra 
ESs7s s Yes [2}“No [7] 
2S See =} 20a, ACCIDENT WAS UNDERLYING Eh 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
e538° 6 | OR CONTRIBUTING [ CAUSE OF DEATH 
8 beat © | (IF EITHER, NOTI IEDICAL EXAMINER) 
2 288 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
ete °o Hour a.m. While Not While factory, street, office bldg., etc.) 
> a 
f=) #225 5 m. 19 at work{_] at work 1 | 
Btze 
fess 
£Sss 
oe 5% 
oo = 
25 a3 
e348 
-o34 
Bu 
Res 
a ous 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


23a, BErOvAL erecta 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City; town or county) . (State) 
salt ir : 
Pirie? May 14,1965 | Meadow Branch Cemetery Westminster RD Maryland 

24. FUNERAL DIRECTOR ADDRESS EY : 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE: 
‘2: Phgbho, AY 13 1965 i fe< a 


VR AIS (4) \ 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH C 


1. PLACE OF DEA 2, USUAL = M (Where deceased lived, If Institution: Residence before admission) 


a. COUNTY /4 /| a. STATE d. b, COUNTY Cagiee i/ 


MARYLAND 
b. CITY OR TOWN (If outside colnet limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glve nearest town) 


write RURAL 2 Ive neares! town) a Das. Sykes Vi ! le. 


s |v 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streét address) || d. STREET ADDRESS e. 1S RESIDENCE 


Cage | Yq" Hospital "| College fd. we na 
3. NAME OF Middle Last . DATE Month Day Year 


4, 
Hen OMA Mm. _Eswoethy | fm 5 30. aes 


8. COLOR OR RACE | 7. aRRIED [] NEVER MARRIED [¥q] | © DATE OF BIR 9. AGE (In years [IFUNDER Dae | Hoe 


‘SEX 
Female | White wiDoweD [~] pivorceD ["] May & EG mee a 


G G yrs. 
10a. USUAL OCCUPATION (Give kind of work *| 10b, pig BUSINESS OR pee 


oh 


1 and 2 


the funeral 


ges 


papers. Pa; 
ithin 72 hours after death. 


letely filled in by 


on 


cS 


RTHPLACE (County & State, o forefgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) Se eee COUNTRY? 


13. yy R’S NAME 14. MOTHER'S MAIDEN NAME 


eke = 
An Nie frowt 
Fae a ED Meio eee ql 16. SOCIALSECURITY NO, | 17. INFORMANT d} Address Jk 
1 NO, bb jates o1 ice, Mes dD Ss j 
=e — ae _Delten Glass _SyFesui/he, Md . 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).7 INTERVAL BETWEEN 
Pan OS Rey CEREBRAL “Thom ao ses SAYS 
4 4 Bx DUE TO ° : 
Conditions, If any, which fe HYPER TENSIVE CORDIOYASCULBR DiSEASE| ¥ ERS 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (eo). 


PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  |19. WAS AUTOPSY” 


GresTtowresTial _AeEMORR HACE ves [] NOE 
20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [4 CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while factory, street, office bidg., etc.) 


Not While 
p.m. 19 at workL_] at work {_] 
21. | certify that (I) (this hospital) attended the deceased from___° /> 7 _, 19657 to__S 730 __, 1923", that (1) (we) last 
ae “5/33 t 8 M, from ti 


saw the deceased alive o 19¢3—, and that death occurred a he causes and on the date stated above. 
22a, SIGNATURE 22b. DATE be 


S30 Ceo 


cremation, or removal, and In an: 


MEDICAL CERTIFICATION 
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should be filed with the State Dept. of Health prior to burial 


23a. BURIAL, CREMATION,} 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) | f] 
() iY 


gaze OF Dbanny Lone SUNS TBS _s Sootis gleige, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06243 CERTIFICATE OF DEATH ~ 


f ene i 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before At ca 


a. Cf 
Carroll MARYLAND = “Viaryland F Baltimore City 


'b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b j| c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 


Sykesville 3yrse9m0se20dys. Baltimore fey. 
a. ioe OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS Cy Pe eyes 


Springfield State Hospital 2733 Winchester St. ves] nol 


NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


DF 
Gare pri ROBERT _(NMN) FERGUSON DEATH MAY 2 19 65 
SEX 6. COLOR OR RACE | 7, AgagaGRME-NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (In years | [FUNDER 1 YEAR|IF UNDER 24S, 
st birthday) 
Male White winowen Se _owvorcent-]| ‘1-21-1879 86 ad ES ET ae 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during ae of working life, even If retired) INDUSTRY OUNTRY? 


ork Maryland U.S A. 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


James Ferguson Minnie Pyle 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


° Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: iwaree a 
IMMEDIATE cause (a) Heart failure due to mitral valve insufficiency | ‘ears 
4106X pur To OY Yheumatic heart disease 
Conditions, If any, which 0b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART 1{a) |19. WAS AUTOPSY 
chizophrenic reaction, paranoid type lala i 


YES no] 


Pages 1 and 


filled in by the funeral 


24 hours after death. 


wc Arbon papers. 
pyefit, within 72 hours after deatn. 


pletely 


, and in a 


transit permit. Then please re 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While —— Not While factory, street, Office bidg., etc.) 


p.m. 19 at work L_] at work O 
21. | certify that (1) (this hospi ajended the deceased ton ei 19___, that (I) (we) last 
saw the deceased alive of 19_____, and that death occurred at__"—-M, the causes and on the date stated above, 


22. SIGNATURE : A Zab. DATE SIGNED 
ATTENDING - MED. STAFF 
7 wo. PRYRNOINS > Blitgcror C1 paves, (| 5-3-65 


“NAME (Pe) Octavio A. Ruiz, M.D. ms, wouness Springfield State ners 


Za. BURIAL, CREMATION, Be ap THEREOF “2 ME OF CEMETERY OR CREMATORY ie ATION (City, town or county) (State) 
Bios g ecify) lar bse Chapin. Ld. 
pi ll Las 7. 7 a i "ORE 256 — ECTS "S SIGNATUR 
VR ALS (4) VE CHEF: EA ZbEL. Ne gis WHA iA 1965 | foterkss 
15M 4-64 a a 


MEDICAL CERTIFICATION 
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TO HOSPITAL OR ATTEN! 
filed with the State Dept. of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ayf 


director, page 3 should be detached for use as the bi 


should be 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


“Ser 06246 CERTIFICATE OF DEATH 0971 
s Bz = a 
a 53 ni TURCE Ce 2. USYAL RESIDENCE (Where decoased Hive fitution: Residence before edmission) 
os a L Atate 
w 
§ ase f OL mameinn eee ALR L 
Ee | b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN | er gITY OR TOWN 2 Gulside corporate Fimits, writs RURAL end give neeres! town) 
« Sas RAL end give nearest town) 
a 2c3 NOE Ew WINDSOF _ 
& yas IAME OF HOSPITAL OR INSTITUTION {if not in hospi Eb Eek e. IS RESIDENCE 
@ ae Xx W T ON A FARM? 
5 / YES no PS 
We LEM W/V DSO. a ial Dah 
: NAME OF First test DATE Month 
$ 24a DECEASED OF 
Hy fac (Type or print) lA Se DEARTH 
° 83 3 = 5. SEX - ARRIED (1th TON NEVER as eo C] 3-4 OF BIRTH 9. AGE (In years | IF UNDI {Ai 3 
Sy Ue. * hay) [Months] Deys | Hours | Min, 
BES f4 renal DIVORCED nog IG 2 es. 
8 & s} ) 10a, USUAL OCCUPATION wt kind of work | 10b. st ‘OF BUSINESS, is ie ae 1, hee | £e & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
e logo i Furing most of working life, a if retired) 
= 8 
oS RED = COUN Ss Ross D SMa BL LAD ee Se 
eee ; a TEA NAME OTHER'S MAIDEN NAME 
= oa — 
g £38 
33 ae EFIYGANM 
e S55" 15. wind tA AK b bf TNU.S, mie gah fs LT Frcvainy NO, 17, Address Mb 
£ E23 (Yes, "f 1 pykown) ney, Oy ee 
ae: Vas.) LIRITZ Wesrmin STEEL 5 
£ £.: a = = 
= § ae 5 1B. No" OF DEATH Ne ‘only one cause p US INTERVAL BETWEEN. 
soa E 5 PART |. DEATH WAS CAUSED BY: t y & a ee 
33a IMMEDIATE CAUSE (eo) OL 4 ; oe | * 
geen 2 ¢ ann oe AAS 
fangs Ao] DUE TO 
ave @ 
ZEEE Conditions, if any, which (b) - 
ee3s 3 gave rise to immediele cause -_. vie 7 ; 
“£2 a {e), stating the underlying DUETO 
ek oS cause lest e) rN, = 
mc gt 2 z PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ale) Ww. WAS AUTOPSY 
sSS go a PERFORMED? 
Beees Os  _ - ves [] No 1 
me $35 E [ 208, ACCIDENT WAS UNDERLYING C]_ | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Port Il of item 1B.) 
eud & | OR CONTRIBUTING [] CAUSE OF DEATH 
AEDs G UF EITHER, NOTIFY MEDICAL EXAMINER) 
Qas 2 8 < | 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 2c. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Stete) 
Rysas a Hour e.m. While Not While factory, street, office bidg., ete.) | 
eee 2 aH 19 et work [] et work [_] 
= a 
B Oke . | certify that (I) (this 4, attended the deceased from. ae LE FAG ...c, that (I) {ue}tas, 
8 mee saw the deceased alive on. 3G, Le. and that death Fcc KL, the causes and on the date stated above, 
32 Oe ATTENDING STAFF pir. ON 
o 
Bo: Phe no. | MBC Soon OBE sts 
Som ne 2c. PAYSICIAN'S © 22d. ADDRESS < 
Boe a= | NAME (Type) M, Ez ie gen a 
a B53 _O en ns Spgs Acs dtp 
24 me I BURIAL, CREMATION, | 23b, DATE WP NAME OF wha Spice 23d. JOCATION (City, town or comey 
i 
$038 _3-§ INST, 
e°8 ok Keivee Wecrity rez De 
VR AIS (4) IGHATURE 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATUR 
15M 7/61 
DATE MAY_1 0 


5 New Winosas, Mo 
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ompletely filled in by the funeral 
carbon papers. Pages 1 and 
‘event, within 72 hours after deat! 


ansit permit. Then pleas! 
cremation, or removal, and 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR ALS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, "oor Ty 


06245 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon; Residence before admission) 
a, COUNTY a. STATE b, COUNTY Bat ign yoy 
Carroll MARYLAND Maryland : : 


b. CITY OR TOWN (if outside corporate limits, 1 c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 


Sykesville 
£ OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 


write RURAL and give nearest town) 8 al: 2 Ja s ¥ 
Oyrs.«7mose Baltimore Maryland C2 ¥ - 
= 7 dys s_Mary: —_— RESTORE 


|____—sSpringfield State leaves 8128 Kavanaugh Road ves) no Gd 
|. NAME OF First Middle Last 4. DATE Month Day Year 
Fee es (oe | 


MADAL GARDNER DEATH MAY 19 19 65 


j» SEX 6. COLOR OR RACE | 7, mary 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR |IF UNDER 24HRS. 
J a 4 SD ayes) Seay last birthday) ee Days | Hours Min. 
Femald White widowed fx) pivorceDT]|_ 1-3-03 62 _ yrs. 


10a. USUAL OCCUPATION ae kind of work done | 10b. KIND OF BUSINESS OR Tl, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housework Maryland UeSeAe 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


William Henry Sanford Ruth Rebecca Lowman 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


© Unk. Records ,Springfield State Hospital 


MEDICAL CERTIFICATION 


. CAI b le INTERVAL BETWEEN 
18. aoe TRUSTe Gataee pe cause per Ine for (a), (b), and (c).] A DEATH 
OS IMMEDIATE CAUSE (a) SUDPurative nephritis, mixed, purulent and  __|__ Months _ 
O16 X pueto tuberculous 
Conditions, if any, whieh (b) Bronchopneumonia 3 Days __. 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {c). 
PART Il. OTHER SIGNIFICANT CONDIT|ONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(@) |19. WAS AUTOPSY 
hronic brain syndrome associated with convulsive disorder, with ee 
psychotic reaction ves] no TJ 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) County) Gtate) 
Hour a.m. while Not While factory, street, office bldg., atc.) 
Bul 18 at work. at work 
21. | certify that (I) (this hospital) attended the deceased from. thr" 19___, that (I) (we) last 
*-M, the causes and on the date stated above, 


saw the te. ony 19_____, and that death occurred a 
2a. SIGNAWURE 22b. DATE SIGNED 
4 L- —_ = 
ev. be hy on Bene ah Meee ron Ll pave. 2 So Ato | bs 
a. 


DIRECTOR 


22¢. PHYSICIAN'S 22d. ADDRESSSpringfield State Hospita. 
NAME CP) a ntonius Glahn, D. Sykesti lis. Maryland 2 


23a. peo qe | 23b. DATE THEREOF le NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate) 
pec E 4 


; ev, em: 7” 
‘ADDRESS 25a. REC'D BY REGISTRAR 


Glen Burney Md- | MAY 25 1965 


a 


bon papers. Pages 1 and 2 
within 72 hours after deat}. 


‘S 


ician and completely filled in by the funeral 


pee rem 
, and in ai 


. Then 


ned by the attending phys 
cremation, or removal 


transit permit. 


al 
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: The law re 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si; 
should be filed with the State Dept. of Health prior to burial, 


director, page 3 should be detached for use as the bul 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
AG OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 09720 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admisston) 
a. COUNTY a. STATE b. COUNTY 


Carroll MARYLAND Maryland Carroll : 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


x 
West t . Days Rural Mt.Air 
i. aati street address) ar - 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 


Carre} County General Hospital : yesC] nok] 


3. NAME OF First 5 ith Year 
DEOEASED Ist Middle 4. DATE Mon Day 


OF 

(lype or print) CHARLES 1 DEATH 3 / wes 

5. SEX 6 COLOR OR RAGE | 7, wannicd [-] NEVER MARRIED{¢] | & DATE OF BIRTH 9, AGE (In years [IF UNDER 1 YEAR|IF UNDER 2S, 
last birthday) (Months | Days | Hours | Min. 


Male White wipowed{]__bivorceO]| March 15 189% 714 yrs. 


0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during m, orking life, even If retired) 
Farm Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S ae NAME 


Mary C. Marshall 


Ss 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Deg tess]y ~Doris Ave 


(Yes, no, or unkown) Aled poe 48-01-2880 Mrs Jennie Davis Balto. Mde 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED By: i] 
é IMMEDIATE CAUSE (2). Geo Ale Mp PHELYNON IK Z. = 
“eg / 
va / DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, ) 
PART UI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a)  {19. pa esse 
Cé@EgeAL (PR TERIISsaleeOLIS ves []_NO EF 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part U or Part U1 of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTI EDIGAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While — Not White factory, street, office bldg., etc.) 
p.m. 19 at work[_] at work (_] 


21. 1 certify that (1) (this hospital) attended the deceased from see) S to ‘ZL, 19-65; that (I) (we) tast 
saw EE esd alive ia ie ta and that death occurred at_22_M, from the causes and on the date stated above. 


wy RE 22b. DATE SIGNED 
Lh becoce, Cp. uo S80" OARere ONE Ol <Z Zr 
J. Fioccs. | 


MEDICAL CERTIFICATION 


a 
22c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


M 


REMOVAL (Specify) 


7 4 P. t+ Cemete Frederick Co. Md. 
24. IN TOR ADDRESS 25a, REC’D BY REGISTRAR | 2: , REGISTRAR’S SIGNATURE 
| C.M.Waltz Box 241 Sykesville, Md. HAY 5 1965 potent 


23a. REHOVAL Spe | 23b, DATE THEREOF 23¢c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


MARYLAND STATE DEPARTMENT OF HEALTH 
ision of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


V 
06247" MEDICAL EXAMINER'S CERTIFICATE OF DEATH 09 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, 0, or unkown) | (If yes glve war or dates of service) 


16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
aera a. STATE b. COUNTY 
tea ved Carroll MARYLAND Maryland Carroll 
eso 5S b. CITY OR TOWN (if outside cor) arate, limlts, c. LENGTH OF STAY IN 1b | c. CITY OR TOWN (If outside corporate Simits, write RURAL end give nearest town) 
So 3 fi 
BERp £3 write RURAL and give nearest town) - 5 
et ae Westminster 16 days Westminster RD #7 
ctr) ae 4. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give Street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
oe . 
me HE bf Carroll County General Hospital ves ]_nofK) 
ae Me 3. AME OF First Middle Last 4 DATE Month Day ‘Year 
ised 
az Sf (ype or print) ESTHER ANN HARMAN peaTH «= May 31 1965 
at 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years] IFUNDER 1 YEAR |IF UNDER 24 HRS, 
E §) O last nas! 'Months | Days | Hours ) Min. 
2 Months { Days | Hours | Min. 
gs female white wipoweD 7} _—oivorcen[j|Oct. 5, 1892 72 y 
as 10a, USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR Ti. BIRTHPLACE (State or foreign Santa 12, CITIZEN OF WHAT 
2s during most of working fife, even If retired) INDUSTRY COUNTRY? 
5 wp ousewl Carroll Co., Maryland U.Sak« 
38 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
x 
Ee George W. Lemmon Mary Ann Halter 
§3 
2 
<5 
Bt 
i= 
S 


18. CAUSE OF DEATH [Enter only one cause. 


PART I. DEATH WAS CAUSED BY: / 
IMMEDIATE CAUSE (a). 


UC3 3x DUE TO 
Conditions, If eny, which fi 
gave rise to Immediete 
ceuse (e), stating the DUE TO 
underlying cause last, 


INTERVAL BETWEEN 
ONSET AND DEATH 


f 


director. Page 4 should be forwarded to the Chief Medical Examine: 


2Qc. TIME OF INJURY Month, Day, Year = IN, OCCURRED | 208. cae te OF INJURY (Home, ferm, 
fectory, street, offcebldg., gtc.) 


Fs TIONGIVENINPARTi(a) |19. WAS AUTOPSY 
4 ig PERPORMED? 
$ ves fy] No [J 
RNA or Part IT of tem 18.) 

& PRIMARY Or CONTRIBUTING 5 

& | CAUSE OF DEATH 

z 20f. (city or town) (County) State) 
e 

= 


Th pour am. LST, Wile, Not White 
19 at work at work 


21. | certify that | took charge of the remains described above, held an Autopsy #. Inspection (_], Inquiry [_], and tn my opinion 


NER: This certificate should be executed within 24 hours after death. If any vy 


please execute the certificate, writing the word “pending” in p 
Page 3 should be used as a burial-transit permit. File pages 1 a 


of Health or its designated agent, prior to burial, cremation, or removal, and in any evel 


g2 death resulted fr ident [7], Suicide ["], Homicide [_], Undetermined manner [_] 

se CHIEF MEDICAL EXAMINER [_] 
See5f pi a ip, ASSISTANT MEDICAL EXAMINER [—] 22, DATE SIGNED 
sae Sis Br ite ee AL EXAMINER 7 L é ~/ 5) 
5 BES A |_Lname cps) Me bavt wis et feG(” 
Sos 5 2a, no aR” Zab. DATE THEREOF 23c. NAME OF CEMETERY OR Jan 23d. LOCATION (City, town or county) 

2 necify; : 
[= at burial 6/3/65 Meadow Branch Cemetery Westminster RD, Maryland 


25a. REC’D BY REGISTRAR 


oJUN 2 1965 


25b. REGISTRAR’S SIGNATURE ~ 


wi, AISME o(f 
Vs 


povile DIRECTOR rey Sepote youd. 


MARYLAND STATE DEPARTMENT OF HEALTH 
obey OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 22 


1 


PLACE OF DEATH . ‘USUAL RES! ICE (Where deceased lived, If institution: Residence before admlssion) 
a. COUNTY a, STATE b. COUNTY 


Carroll MARYLAND Maryland Bal to. Ci ty 


b. CITY OR TOWN (if outside corporate Imits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give néarest town) 
write RURAL and give nearest town) 


Sykesville 6 mos. /1 Baltimore sec f=4 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. ae 


Springfield State Hospital 3203 ves()_nof] 


bon papers. Pages 1 an 
, Within 72 hours after 


First Middle Last 4. DATE Month Day Year 


(lype or print) GEORGE GODFRIEND HARRER DEATH May 1 1965 


amoletely filled in by the funeral 


5. 


SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED fe] | ® , DATE OF BIRTH ‘AGE (In years] [FUNDER 1 YEAR IF UNDER 24 HRS. 


Male White wipoweD [] DivorcED [_] Auge 27 of Yl/ 3 oe ty irae Med ge | 


?_yrs. 


lease re 
and in a 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ti’ BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 


pi 


13, 


Fireman (retired) Maryland USA, 
FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


g58 


permit. Then 


Louis Harrer Mary Reges 
WAS DECEASED EVER IN U.S. ARMED FORCES? 


U iL JALSECURITZND..|.17. INFORMANT Address 
oe no, or unkown) | (Ifyes give war or dates of service) - - ul 
Oo : 


Records, Spri 


transit 


igned by the attending physician and 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Ug a 

PART I. DEATH WAS CAUSED BY: : 

Ney, DpMEDIATE CAUSE Bronchopneumonia. days 

77 DUE TO 

Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c). 
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PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO, \TH BUT NO’ ‘LATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY — 
ronte brain Syndrome associated with cere ral arteriosclerosis, YES] NOE 


20a, ACCID: NG . DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOT! EDICAL EXAMINER) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work L_] at work 


21. | certify that (1) (this hospital) attended the deceased from__10=17=—6) , oe that (I) (we) last 


saw the deceased ative,on__5—1=65 _19___, and that death occurred a , from the causes and on the date stated above. 


Za, SIGNATURE 77), 57, y) he DATE SIGNED 
aig ATTENDING MED. STAFF 
A Ui wp. PRYE NS) Bintctor (] Pave, ]| 51-65 


2c. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 
Octavio Ruiz, M.D. | vkesvi 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


23a. 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the bi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


NAME (Type) 
en anon: 23b, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


\ by 
VR AI5 (4) L 


Igmovkn (sep 5/5/65. auwood (enetery as Baltimore Id. 


FUNERAL D 


15M 4-64 


eonard J. Ruck Inc. Balto Md 21274 |e WAY 4 19k5. [eeonleg voegh 


moh 


bon papers. Pages 1 and 


Carl 
vent, within 72 hours after deat 


completely filled in by the funeral 


eS) 


|-transit permit. Then pleasg 
cremation, or removal 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The e 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


director, p: S 
should be filed with the State Dept. of Health prior to buri 


VR AS (4) 
15M 4-64 


of 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06249 CERTIFICATE OF DEATH Yr og | 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssifn) 
a, CDUNTY a. STATE b. COUNTY v 


Carrol 1 MARYLAND Harv1 and % 
b. CITY OR TOWN (if outside pornarate limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (Tf outside corporate limits, write RURAL end Bive nearest town) 
write RURAL and give nearest town) 


Sykesville 3lyears,l2days Baltimore gees = te 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS Ch i ae 


Springfield State Hospital 620 N. Carey Strect Aaighier 


. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED y 


(Type or print) Mary Ochs Harrington Bean May 3 0 1905 


5, SEX 6. GOLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [-]| ® DATE OF BIRTH AGE Epes TFUNDER 1 YEAR|IF UNDER 24 HRS. 
7 aa ay) {Months | Days | Hours | Min. 
Female White wipoweD [2] vivorceot]| May 7, 1896 tei r | 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housewife At Home Baltimore, Md. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John G. Ochs Elizabeth Clark Wills 


(Yes, no, or unkown) | (If yes give war or dates of service) 


No Unknown Records of Springfield State Hospital 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address ‘Syke svi Tle ; hid. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).1 INTERVAL BETWEEN 
PART |. DEATH MEDIATE CAUSE (a) _Corebral Vascular accident months 
Yy ¥ 


DUE TD . 
Conditions, if any, which o)_arteriocelerotic cardio-vascular zed_years— 


gave rise to Immediate 
cause (a), stating the ( DUE TO years 


underlying cause last. o)--hypertension 
| PART Il. DTHER SIGNIFICANT CONDITIONS C' UTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) | 19. bE uel 


Sociopathic personality disturbance, antisocial reaction yes] No [¥ 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR at te ah ee OF DEATH 
(IF EITHER, NOTI EDIGAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bldg., etc.) 


p.m. 19 at work] at work L] 


21. I certify that (1) (this hospital) attended the deceased from__Sel7—_____, 122 , to_9=30 _, 19 that (1) (we) last 
saw the deceased alive on__ 9-20 __19. OA, and that death occurred at’Z2.0M, from the causes and on the date stated above. 
Wa. SIGNATURE ix DATE SIGNED 


Slo Cheeks oD uo, SIEM Seren BA CQ] 9-20-65 
22c. PHYSICIAN’S 22d. ADDRESS 
NAME (Type) Sherrill Cheeks, M. D. Springfield State Hospital, Sykesville 


MEDICAL CERTIFICATION 


23a. BURIAL, rect | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIDN (City, town or county) State) 


aan 6/1/65 Cathedral Cemete Baltimore, Md, 


24. ‘OR ADDRESS 25a. REC'D BY REGISTRAR | 2: EGISTRBAR’S SIGNATURE 
4611 Park Heights,Balto.Md. | IN 1 1965 Venda 


hin 24 hours after 
led in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 sh: 


© 


in 72 hours after 


ding physician and complete! 


ATTENDING PHYSICIAN: The law requires that the death certificate be execute 


be retained by the hospital or attending physician. 
ARECTOR: After this certificate has been signed by the atten 


TO HOSPITA: 
death. Page 
TO FUNERAL 


VR AIS (4) 
15M 7/61 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eveot, wi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06950 _,... CERTIFICATE OF DEATH y9724 


ee ae eh = 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Whare dacaased lived, If institution: Residence bafore admission 
a. COUNTY 


a. STATE b. COUNTY 
{ annold . MARE LAND, uae od) Fred. 
B. CITY ORSFOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b Ve c. CY OR wall! id. ‘culside Corporate Hinlis, wile RUR ace fave! ndackst eee | 


Middlebur alae Frederick 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) | a. dle Lb ud 912 blans ita a S t a. 1S RESIDENCE 
__ Brook field Manon Nursing Home ita “| ws tno 
3. NAME OF First Middle Z ‘Meo TE Month Day Yeer ag 


DECEASED 


(Type'or print Anna | R. Harrod DExra aie 16 19 6 


‘5. Sex 6. COLOR OR RACE] 7. MARRIED [-] NEVER MARRIED [] | &- DATE OF BIRTH ‘]9. AGE (In yoats /IF UNDER YEAR] IF UNDER 24 ARS, 


‘emale white | woows Dk — vworceo [7 7722 es omen | 


yrs. 
ioe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (County & Siete, or A! country) | 12. CHTIZEN OF WHAT COUNTRY? 


done during most of worki life, even if retired) 
Housems¢e. E- «ai Maryland |_USA 's 
13, FATHER'S NAME “4. hon MAIDEN NAME 
2orge W. Rodgers ght 
_G nee ve A ary J _ Wri. n ; = 


‘16, SOCFAL SECURITY NO.) 17. jnlllany Address 


va B. Hannod, Jnr. Pine Blu Mt ada 


"RVAL BETWEEN 
ONSET AND DEATH 


CAUSE OF DEATH [Enter only one cause 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)_* 


J DUE TO th t , 
Conditions, if any, which (b) Cobol Se a 


g2¥0 rise to immediete ceuse 
(e), steting the underlying 
cause last, J te} 


PART ll, OTHER SIGNIFICANT CONDITIONS CONTRI 


TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wle)] 19. WAS AUTOPSY 
PERFORMED? 


, 
PUG. rams Co tr ia) Lara re oe . ms [NOK] 
200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter naldje of injury in Pert | or Peri Il of item 18.) = 


OP CONTRIBUTING (] CAUSE OF DEATH 
(IE EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Yeer 
Hour a.m. 


200. PLACE OF INJURY (Home, ferm, | 204. (City or town) ~ {County) {Stete) 


20d, INJURY OCCURRED 
fectory, sireet, office bldg., ate.) | 


While Not While 
at work et work 


MEDICAL CERTIFICATIO, 


9 
. | certify that {I} (this hospital) a 
BS 


, that (1) fe) last 


A. M, from the causes and on the date stated above. 
2b. DATE 


no, [ANSE Bieron AWE slufis 
in 22, DRESS 
: es Fy. Cae Ue Ferdec, Md, 21741 


nded the deceased from 
Gs 


V9... and that death occured 


23d, LOCATION (City, town or county) ~~ {Siete} 


Baltimore, Md. 


230. BURIAL, CREMATION, 230. DATE THEREOF was ic, NAME = ‘CEMETERY OR CREMATORY 


buna 5- 19-65 -65 altimone National 


[Lecnand 9. Ruck Inc Baltimore, Md. |e TEES POO Tye 


1 


y the funeral 


. Pages 1 and 
ours after death. <= 


ed inb 


thin « hours after deat! 


quires that the death certificate be “executed wi 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si; 


lease remove carbo! 


|, cremation, or removal, and In any event, wit 


ed by the attending physician and completely 
‘ansit permit. Then 


The law re 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to buri 


TO HOSPITAL OR ATTENDING PHYSICIAN 


VR A15 (4) 
15M 4-64 


SN 


MARYLAND STATE DEPARTMENT OF HEALTH 
sn @PWiSIQn OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, pit 


2 CERTIFICATE OF DEATH 09725 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Resldence before admission) 
ae a. STATE b, COUNTY J 
Carroll MARYLAND. Ma ral and Howard 
b. CITY OR TOWN (if outsid ite limit aa ; t 
Wate RURAL fay ive nearest too mits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if ow je corporete pals Wi AL end give nearest town) 
ee 2 das./26 das Elkridge hee Sa 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
Sprinefield St i 4 ON A FARM? 
Springfie tate Hospital Box 221A yes{] no] 
ay HAME OF First Middle Last 4. DATE Month Day ‘Year 
(Type or print) CHARLES THOMAS HORTON DEATH May 8 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[~]| & DATE OF BIRTH 9. AGE (In years] IFUNOER 1 YEAR|IFUNOER 24HRS, 
Mal Whit last birthday) Months | Oays | Hours Min. 
lale ite WIOOWEO J o1vorcEo [_] 4-28-77 88 yrs, 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
om most of working life, even If retired) _ INOUSTRY COUNTRY? 
valiroad worker (reti Unknown a 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16, SOCIALSECURITYNO. | 17, INFORMANT Address 
(Yes, no, or unkown) | (1fyes give war or dates of service) 
To 705-10-),086 Records, Springfield State 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSEO BY: ; : , ‘ ONSETANE PENI 
= = ,, ,, IMMEDIATE cause ()__Arteriosclerotic and mitral value disease. years 
JSF DUE TO 
Conditions, if eny, which «__Bronchopneumonia. days 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (0). 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONOITIONGIVEN INPART 1(a) 19. Was AUTOPSY 
= TO a ae eee = . 2 : 
3 Chroni . brain drome associated with cerebral arteriosclerosis with ves a no [] 
= aoa ACLIDENT WAS UNOERLYING *] 206. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 11 of item 18.) 
§& | OR CONTRIBUTING [) CAUSE OF OFATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bldg., etc.) 
a 
= Bua 19 at work at_ work Oo 
21. | certify that (I) (this hospital) attended the deceased from. 8-65 19____, that (1) (we) last 
saw the deceased alive on_b-8-65 ig, and that death occurred Perye ‘Bint causes and on the date stated above. 
22a. seu { 22b. DATE SIGNED 
cy ATTENDING MED. STAFF 
ists de PHYS. __]_birector |] PHYs. 5-9-65 
22. PHYSICIAN'S 22d. ADDRESS Spy A ; 
NAME : Springfield State Hospital 
(we) Antonius Glalfny/ M.D. Svkesvilis, Ml e 
23a. BURIAL CREMATION, 236, DATE is 23¢. NAME > CEMETERY OR ier 23d. LOCATION (City, town or county) (tate) 
pecify) 
hae PLS ge fOr? 
4, “FUNERAL OIRECTOR filed? 25a. REC'D BY REGISTRAR | 25. REGISTRAR’S SIGNATURE 


DEC. sat. was e ie pho edge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Ngo5e _ CERTIFICATE OF DEATH 09726 


2. I certify that y (this hospital) attended the deceased from....4—J......... “$da ats LE ee he, ea 19. 65 that 19) (we) last 
saw the deceased alive on.. poh 3... ad 1965. ., and that death pecs HOO & M, from the causes is on the date stated above. 


aa i eg * CAR HH. Loam a Mee 4 ATTENDING MED, STAFF FS Sane 
J mo. | PHYS. — [[]_ DikeCtor [-] PHYS. 5-13-65 


22c. PHYSICIAN'S “3 22d, ADDRESS 


NAME (Type) Heinz H, Klaatsch, M.D, Springfield State Hospital 


23b. TE THEREOF 23c, NAME OF CEMETERY OR CREMA‘ 


Shar p Street Sandy 


MAY REC'D BY REGISTRAR 


230. BURIAL, CREMATION, 
TREMOVAL (Specify) 
Y 


- ¢ 
% Cee 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ad 
«oe a “San Cc “ a. STATE b. COUNTY 
§ sag arroll County, Maryland MARYLAND Maryland Montgomer 
= 32 Fs b. CITY OR TOWN (if outside corporete limits, | e. LENGTH OF STAYIN 1b || ©, CITY OR TOWN [if oulsida corporate limits, write RURAL and give neares! town) 
~~ Fav write qm and give neerest town) } 
ves (Rural) Sykesville | Oy-lmo-2da. Silver Spring 20904 LEN -p 
= << S O d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give street eddross) “d. STREET ADDRESS . OR AIEADNE 
= B2e., 
Bears, Springfield State Hospital _ . 15426 Johnson Road ves [] No [bd 
BS 3. NAME OF First “Middle Last “ass “BATE PS Month “Dey eer . 
a = F 
z (Type or prin!) James Edward, - Howard a 5 13+ 1965 
o 8 Ne 5. SEX =—s—=<«‘*‘«*SSC COLOR OR RACE x 8. DATE OF BIRTH 9. AGE (In years |IF UNDERT YEAR| If UNDER 24 HRS. 
32 3 ; 7. MARRIED [_] NEVER MARRIED [x] feat bathSey) | povpet Dere| iio ae 
eo 88s male Negro wiboweD [_] pivorceo (] | 2-7-1886 99 ys. 
s & = g We. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= 35s done during most of working life, even if retired} 
3 S82 Farmer _ | oe Maryland USA 
a 13. FATHER'S NAME “| 4, MOTHER'S MAIDEN NAME ~. - 
ee or gs 
6 £8 
S$ 3a8 Greenberry Howard | Mary E, Prettyman. a 1 a 
o 5s 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 
= 28 [Yes, no, or unkown) | {ifyesgive werordetosofservice) 
= 
3 28 none -- | unknown _ Hospital Records = ly 
=¢ as s 18. CAUSE OF DEATH [Enter only one couse per line for (e), aon =  < ~ | INTERVAL BETWEEN. 
38 ONSET AND DEATH 
Sods, PART I, DEATH WAS CAUSED BY: “ 
pegek a ais, Wiens cnt we ener Bene SS nte peri candi op Sninutes 
sess +4 ay 
faags Y \ DUE TO i 
a4 ow cd , > _ 
aaj £ 5 | | Senaions. any, which w_ Rupture of left e8¥anory artery | minutes _ 
rie geve rise to immediete couse = 
5 q DUE TO . Z 
Fagad oh ing the unceriving 9 Lobular bronchopneumonia 3 days 
ee Ss po taal \c) 
EY 2£ 3 é PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He)/ 19. WAS AUTOPSY 
2 A hronic brain syndrome, associated with cerebral arteriosclerosis Ce Omer 
= ON x 
S ay 
7 = | 200. wit BE HOW INJURY OCCURRED, (Enter nature of injury in Pert | or Part Il of item 18.) 
@ | OR CONTRIBUTING [] CAUSE OF DEATH ae, 
£ & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
8 = 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 200. PLACE OF INJURY {Home, farm, i 20f. (City or town) (County) (Stete) 
$ 8 Hetetené While __ Not While fectory, street, office bldg., etc.) | 
5 = om oo 19 et work [fet work [_] -- | -_ 
ri 
a 
a 
Q 
S 
ww” 
o 
=, 
£ 
= 
3 
3 


death, Page 4 may be retained by the hosp 
TO FUNERAL DIRECTOR: After this cer! 
director, page 3 should be detached for use as the br 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (415 
20M 5-63 \ 


i Fo RS a ae 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, jeoe 


1 a 
sa CERTIFICATE OF DEATH 09727 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a, COUNTY a, STATE b. pour. 
Carroll MARYLAND: ryland altimore City 
b, CITY OR TOWN (If outside cor; Tera limits, c. LENGTH OF STAY IN 1b || c. CITY OR Ta (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and te nearest town) = 1 
P Sykesville 3mos .3dys. Baltimore le 
% |. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) | d. STREET ADDRESS 6. TS RESIDENCE 
Springfield State Hospital No fixed address ves] nob] 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 
(Type or print) JAMES (NMN) HUBERT | DEATH MAY 13 19 65 
5. SEX 5. COLOR OR RAGE | 7, MARRIED [~] NEVER MARRIED f&] | 8 DATE OF BIRTH &.-AGE (in Years | IFUNDER 1 YEAR |FUNDER24 HRS, 
last birthday) Months | Days | Hours | Min. 
Male Negro WIDOWED [7] pivorceD[]| ?=?-1910 yrs. 
10a, USUAL OCCUPATION Ait kind of work done| 10b, KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY q COUNTRY? 
Handyman. Virginia U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Johns (7) Lucy Jones (?) 
ae DESESIED ae INU.S. SARE FORCES: 16, SOGIALSECURITY NO. | 17. INFORMANT Address 
5 No, oF unkown ‘yes ive War or dates of service: 
No Unk. Records, Springfield State Hospital 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] i ee 
PART I. DEATH WAS CAUSED BY: s 
f IMMEDIATE CAUSE (a). 
a DUE TO 
3 Conditions, if any, which (b) 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last, (c) 


TO HOSPITAL ; ‘ATTENDING PHYSICIAN: The law requires that the death certificate be executed within " hours after death. 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 
> 


§ 
‘3 
2 

cn 
ow 
= 32 
Bo 
Sea 
ee & | PARTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION CIVEN INPART1(a) 19. Was AUTOPSY 
523 =|Chronic brain syndrome associated with central nervous system syphilis,| |,.' 1 Nox] 
ane 3 gitth, "psyenotie Ven tien oie: 
2e- = | 202. ENT WAS UNDERLYING 200. Satie ath INJURY OCCURRED. (Enter nature of injury in Part | or Part 1 of Hem 18.) 
atu & | OR CONTRIBUTING fy] CAUSE OF DEATH 
gee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
22s % |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20. (City or town) (Countyy (State) 
S73 = Hour a.m. factory, street, office bldg., etc.) 
a a m. White, 7 Not While — 
BES = p.m, 19 at work at work | 
3 22 21. | certify that (I) (this hoes attended the deceased from. ¥. to_5=13-65 19___, that (I) (we) last 
See saw the deceased alive on. 26) 19_____, and that death occurred atl £03, FM the causes and on the date stated above. 
= Bo 22a. SIGNATURE : sree a aa | 22b. DATE SIGNED 
fas hel GZ Oe MD. {1 _birector C} Pays. 5-1-65 
£2 | ic. PHYSICIAN'S ae ‘ADDRESS SP ringfie ate Hospita) 
+ Be Sykesville, Maryland 
© 
vie 23a. 5 ORER R 3d. LOCATION (City, town or oF county) (State) 
a5 R - y/ 

Aw VF 


25b. REGISTRAR'S S$ TGHATORE 


[etn pet 


VR A15 (4) 
15M 4-64 


’ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06254 CERTIFICATE OF DEATH 09728 


]. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
a. COUNTY } a, STATE b. COUNTY 
_C Attn MARYLAND 2 _ | “#4, = 
b. CITY OR TOWN [if oufside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY,OR TOWN (If dutside corporete liminy, write RURAL end give nears! Town) 
"lee vA, FZ tag?) (Meera. ZA Lee, ia 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street addgles) ‘d. STREET. ADDRESS i » sallte: 05. Goals: 
ca : ON A FARM 
Lt) LEE, ves [] No} 
| 4. DATE ‘Month ey «Veer 


> 
SEATH ome LF; 9 os 


9. AGE (In yeoss |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
las! birthday) Rens] Deys 
yes. 


£2 wivowen xf ivorceo [] 2 ZL 554 = 
JAL Seay (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Coyhly & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


27 Lott he 7S. 4, 


i 


in 24 hours after 


& 


__ Middle 


‘Eee CPha/e AL HUS # 
y 


apers. Pages 1 and 2 sheild ~ 


ent, within 72 hours after death. 


ompletely filled in by the funeral. 
Pi 


fon 


5p Sy 6. COLOR OR RACE) 7, aRRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH 


‘Hours | Min. 


ci 


14, MOTHER’ IDE! iE 


WZ ea 


‘AS DECEASED EVER IN 7 ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMAL 


Ki kown) | (lyesgive werordetesof a= e a= 
1, NO, oF unkown! lyesgive werordetes ofservice) x / 
18. CAUSE OF DEATH lEnier only one couse por line for (a), (b), and (c).) INTERVAL BECWHEN 


s that the death certificate be executed wil 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


ONSET AND DEATH 
re ME Carding  Reesr | crane eS 
4435 X 
, DUE TO 
Cunationinit gay, WHIEH w__AyPeerens ve Carpio vascuswe Diteane Years _ 
geve rise to immediste cause 


(e), steting the undarlying { PVE TO 
couse lest. ) 


r PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(2]| 19. WAS AUTOPSY 
os ss 

5. CEREBRAL Vascucen Dysvrcieiéiey Yes iia iNge 

Fe | 2De. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 

= OR CONTRIBUTING (] CAUSE OF DEATH 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) 

& | 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED } 2De. PLACE OF INJURY (Home, form, ' 20f. {City or town) ~ (County) (Stete) 
ra Hour em. While Not While fectory, street, office bldg., etc.) | 

2 tel 19 et work [] at work [_] ! 


WR ALT.., WES, that (1)_(we) last 


21. 1 certify that (I) (this hospital) attended the deceased from..... 
: ‘auses and on the date stated above. 


saw the deceased alive on... wo bl? 19.65, and that death 


director, page 3 should be detached for use as the burial-transit permit. Then please remo’ 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


By BERALUE &e ATTENDING ED. STAFF 2b. NED 
‘ FZ oe, 4 . (SL ec“ Q mo. | PHYS. Re oreecton OO Pays. Rw/) 6S 
2@c. tf cat ‘ 22d, ADDRESS 
NA ype) VY rm 
NE J, F/02 C0 Sr tle 
Ze, BURIAL, CREMATION, | 23b. DATE THEREOF Tie, NAME OF CEMETERY OR CREMIRTORY 
REMOVAL (Specify) : 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


YR AIS (4) 
20M S-63 


é V3 Jd l> 


4 


10 HOSPITAL OR ATTENDING PHYSICIAN: 


> 


The !aw requires that the death certificate be executed within : hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


the funeral 


completely filled in by 


ove carbon 


is 


1 and 2 
death 


pers. Pages 
‘event, within 72 hours after 


7 
3S 
= 
= 
nt 
> 
o 
2. 
2H 
a 
2 
s 
S 
= 


VR ALS (4) 
15M 4-64 


nes 


Ss 


MARYLAND STATE DEPARTMENT OF HEALth 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


“"~ 


; CERTIFICATE OF DEATH 09'729 
. ec seks 2. one ete (Where deceased mee Wee: Residence before admission) 
Carroll MARYLAND é ‘Maryland Baltimore Cit 


b. CITY DR TOWN (if outside OCR) limits, ¢. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outslde corporate limits, write RURAL and give nearest town) 


Bes RURAL and give nearest town 


Sykesville - Rural 2yr.2mo.18dys|, Baltimore 30a /-¥ 
a. NAME OF HOSPITAL OR INSTITUTION (If not in Rospltal, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
Springfield State Hospital 2041 Division Street ves} nob 
3. Bea tiete First Middle Last 4. ee Month Day Year 
(ype or print) GOODMAN WILLIE JOHNSON DEATH May 31 19 
5. SEX 6. COLOR OR RACE | 7, MARRIED fe] NEVER MARRIED[]| 8 DATE OF BIRTH 9. AGE (in years] IF UNDER 1 VEAR]IF UNDER 24HRS. 
: last birthday) Voi Days | Hours | Min. 
Male Negro | wibowep [| DivorcED {~] 12-1-8) 80 yrs. 


10a, USUAL OCCUPATION ae kind of work done 12. BIRTHPLACE (County & State, or foreign country) 


10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


12. CITIZEN OF WHAT 
COUNTRY? 


Laborer Virginia U.S.A. 

13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

James Johnson Margaret 
15. WAS DECEASED SEVERING, S.ARMED FORCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give War or dates of service) 

No Unk. Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] pate 
PART I. Wi : . 4 8 
Zs ART |: DEATH MEDIATE CAUSE ()__CGastro~intestinal hemorrhage minutes 

Ne 7 x DUE TO 2 

Conditions, if any, which __Uremia days 

gave rise to Immediate aean 

cause (a), stating the 

underlying cause last. (o) Renal failure months = 
& [PART it. OTHER, 'BRainbynerone avsvetatee mtn corebr ‘lay RMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
—Phronic brain syndrom cere arteriosclerosis, with- ves Fy NO Ke 
s 
= 0a, ACCYD YI (0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of item 18.) 
& oR CONTRIBUTING CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
= |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
= Hour a.m. factory, street, office bldg., etc.) 
3 : While —— Not While 
4 p.m. 19 at work] at work 


21. | certify that (1) (this rose attended the deceased from. 19:-—_#'to. 19___, that (1) (we) last 
saw the deceased alive on. 19 ____, and that death occurred 2102 3OMAtsdih the causes and pn the date stated abpve. 


22a. SIGNATURE t ii W7 hig 22b. DATE SIGNED 


v. pave NS] Blnector C] Bays. F ol 5-31-65 
22c. Teens Le ADDRESS Springfi el a Sta te Hospit al 
Octavio A, Ruiz, M.D, 5 


2a. BURIAL CREMATION 29b/- DATE THEREOF, | 230. NAME OF pEMETERY i CREMATORY Zid. LOGATION (Clty/Aown ar county) (State) 
EMO} SS al a 
NA 


AS, fof 4 A] a. bamore Ch 


ef 


SS  € 
"D BY REGISTRAR | 25b. RE@ISTRAR’S SIGI 


wen Gre Ua YUN 3 1965 _/°Cortie Hanae 


\ 


2 


wath. \\ 


and 


papers. Pages 
in 72 hours a 


~ 


ly filled in by thefuneral 
Y 


id cor 


transit permit. Then please remove 


tan an 


, cremation, or removal, and in any e 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physic 


TO HOSPITAL q P... PHYSICIAN: The law requires that the death certificate be executed within @. after death. 
director, page 3 should be detached for use as the bi 


should be filed with the State Dept. of Health prior to buri 


VR A15 (4) 
15M 4-64 


iy 
& 


} 


10) 


MARYLAND STATE DEPARTMENT OF HEALTH 
Dis: OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Cosy 


0620 CERTIFICATE OF DEATH 


Hour a.m. factory, street, office bidg., etc.) 


. PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 
+ a. STATE b. eal’ oi 
Carroll MARYLAND ryland altimore City 
b. CITY OR TOWN (if outside cor; Tes limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN ([f outside corporate limits, write RURAL end give nearest town) 
ae RURAL and give nearest town) Yrs ots +22\| days. 
Sykesville Baltimore Sool-4 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8 ped oe 
‘ Springfield State Hospital ‘1914 EB, 28th Street ves] nofel 
3. NAME OF First Middl Lest 4. DATE jor y Yeay 
DECEASED ke . OF Nes BY ES 
A) ELSA OTILLIA KESELING DEATH 19 
5, SEX 6. COLOR OR RACE | 7, MARRIED £-}] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years) IFUNDER 1 YEAR |IF UNDER 24HRS, 
x] O fast blrthaay) Months | Days | Hours | Min, 
R WIDOWED [_] DIVORCED [[] 7-20-88 yrs. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF Ae ees OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
|, Housewife ‘land U.SeAs 
13.” FATHER'S NAME 14. wore JAIDEN NAME 
Brorear] Bladen Marie Diehl 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) aad war or dates of service) 
Ne. 21h-2)~355 | Records, Springfield State 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL, ans 
PART |. DEATH WAS CAUSED BY: aD a 
Yag} IMMEDIATE CAUSE (2) ___BRenehepneumenia ee ee 
o DUE To * ic-V: Dj Ye 
“Vas a sease ears 
eae iar wiih . Arteriosclerotic Cardic-Vascular Dise 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 
S PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. pa eh 
| Chronic brain syndrome associated with cerebral arteriosclerosis ves{-] No Bq 
= a i iY) * DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Ii of item 18.) 
§ } OR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a 
= 


While Not While 
at work {al 


at work 


p.m. 


to_May 22, 19 that (1) (we) last 


, Fraift the causes and on the date stated above. 


aed 23 Y beg 


saw the deceased alive on. 
22a. SIGNAFURE 


1 


aut ING 


Ullrich Fmeral Home 4210 Belair Road. 


MED. 
Dev An é C_Bintctor [1 Pave. 
30c, PHYSICIAN'S Snes ; 
ME (Type! z Springfield State Hospital 
9 Dr Antonius n,_h | Su 4 B 
23a. CO ea ete DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY ei 23d. LOCATION “ town or county) (State) 
Burial 25, 1965 | Lorraine Cemetery 
- FUNERAL DIRECTOR ADDRESS 25a. REC'D “ od larn si — NATURE 


oMAY 2.7 


dd 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within C hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and, 


cok 


apers. Pages 1 and 2 


tely filled in by the funeral 
pape i 


on 


director, page 3 should be detached for use as the burial-transit permit. Then please remp 


VR A15 (4) 
15M 4-64 


within 72 hours after death, 


oH) 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an’ 


8 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, yay 


06257 CERTIFICATE OF DEATH 99 isi 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence Ba admission) 
Sy bh a, STATE b. COUNTY " : 
Carroll MARYLAND Maryland Baltimore City < 
b. CITY OR TOWN (if outside peiports limits, c, LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Sykesville 2 mos./22 dav Baltimore Zeol- + 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS e [Ras 
Springfield State Hospital 200) Crestview Road ves] nobd 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED : oF 
(ype or print) CAROLINE (NMN) KIRCHNER peta May 23, 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (Hn years [TFUNDER1 YEAR FUNDER 24HRS, 
last birthday) Months | Days | Hours | Min. 
Female White WIDOWED pivorceo[]| 12-16-1879 8 yrs. 
10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, or foreiyn country) | 12. CITIZEN OF WHAT 
during most of eee life, even If retired) INDUSTRY COUNTRY? 
None -at home Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Henry Malthan Mary Ackerman 
15, WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes dive war or dates of service) 
No 214-01-7020 | Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} EEA OER 
PART |. DEATH WAS CAUSED BY: + 
IMMEDIATE CAUSE (a)__>ronchopneumonia. days 
4 
4 ~ ole / DUE TO 
Conditions, If any, which )__Arteriosclerotic cardio-vascular disease. years 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c) 
a 
© | PARTII. ake NIFIGANTCONDIT{ONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) |19. WAS AUTOPSY 
E Chron! brain 3 yndr ome associated with seni rain disease, with ge 
é i ee BS ves [1] No EQ 
Ss at ACCIDENT WAS fee 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part [I of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home,farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bldg. sete.) 
= p.m. 19 at work at work 


21. | certify that (1) (this hospital) attended the deceased from_3=1=65 LS at. fa ibe 19___,, that (1) (we) last 
saw the deceased alive ein 5 eel = 19_____, and that death occurred at _AeMérom the causes and on the date stated above. 


22a. meg ee DATE SIGNED 
ENDING MED. STAFF 

Dev. Drak J tive" O) Bintcron C1 piv, xl] 5-23-65, 

22c, PHYSICIAN’S 


NAME Cine, ie" ADDRESS Springfield State Hospital 


Antonius Glattr/ M.D. 3 
238. jroo JAL CREMATION, 230. DATE THEREOF | 29c. NAME OF CEMETERY OR CREMATORY 3 23d. LOCATION (ity, town or a (State) 
‘a 
p=25a =65 Baltimore, Nd 
2 bug DIRECTOR GIS 


Leonard d! Ruck $Inc Bildinone, Md. 


5a. NAY 2 Bee | (Clele Puage 


i 
€ = M 
Ss 5 
2 = 
BS 555 
ae 
& 222 
3s TBs 
BE? 
2 fs 
8 =,2 
= oS 
Son 
28h o> 
S Fs 
2 2c 
rake 
s 
2oe 


. Then please rq 


: The law requires that the death certificate be executed with 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ay 
, cremation, or removal, and in a 


-transit permit. 


director, page 3 should be detached for use as the bu: 
should be filed with the State Dept. of Health prior to burla 


z 
~ 
2 
2 
ca 
a 
ao 
f-3 
a 
= 
E 

o: 
oe 
Ss 
= 
= 
= 
= 
ao 
o 
= 
° 
= 
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MARYLAND STATE DEPARTMENT OF HEALTH 
06258. OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wie 


CERTIFICATE OF DEATH 
1 ve DF DEATH Dy 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


a, COUNTY a. STATE b. COUNTY 
&/ MARYLAND Mee LE ws vd 


b. CITY OR TOWN (if crs. cor] Sra c. “LENGTH OF STAY IN 1b || c. CITY OR TOWN (if @utside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) R ia 
Scftiparv @ 


d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 
ON A FARM? 


| Rehokelé Nurs ing [ota e Bane Aled fare AVE \vwsCin 


3. NAME DF First Middle doy fa & ua Month Day Year 


@. IS RESIDENCE 


DECEASED : - 
(ype or print) Those ec A DEATH Zea £ wey 
5. SEX 6. COLOR OR RACE |7, warRieo [] NEVER MARRIED[]| & ka a5 TH 9. AGE (In years IFUNOER 1 YEAR IF UNOER 24HRS. 


last birthday) (Wonths| Days | Hours | Min. 
Ve he Nes ro WIDOWED pivorceoE]| $-w = ZS ae | 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. ay Keli BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) TRY K Ge 
: oS 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 


° 
15. WAS DECEASED Acrin = ARMED FORCES 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) ea he of service) x 

19-44-7561 


ALO Jute Gale I¢67 Brooktloall Ali” 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one il )» (b), INTERVAL BETWEEN 
CEnter only one cause per ilne for BE and (c).3 th OA Eee ATH 
[a 


PART |. DEATH WAS CAUSED BY: ve 
33) X IMMEDIATE CAUSE (2) eae Se. 2. 
) DUE To : 
Conditlons, If any, which () Cty heros od 7 Ono. 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


rfege eos ff 


PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REI ISEASE CONDITIONGIVEN INPART l(a) |19. Peneebaeeet 
ves[] NOL] 

20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

OR CONTRIBUTING [7] GAUSE OF DEATH 

(IF EITHER, NOTIFY MEOICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

Hour a.m. While. — Not white factory, street, office bldg., etc.) 
Bul 19 at work] at work [1] 


that (1) (we) last 


uses and pn the date stated abpve. 
22. DATE SIGNED 


21, | certify that (I) (this hospital) attended the ey: from. 
saw the deceased alive o! S19 and that death pecurred a’ 


22a. Gl URE: 
acs vara wp. PAV"? Ey Biector 1 Bas. Fol 
2a. PHICIANS — ae cs ADDRESS 

ere Be cles (ge, o 243 MAisde f (kh. fd. 


23a. BURIAL, aR 23b. DATE THEREOF | 23c. MB OF CEMETERY OR CREMATORY a | 23d. LOCATION (City, town or county) (State) 


EMOVAL (Specify) 
pS =ti-es- |Av bu tus lon. Pe ike PXdd, 
mt. Fhe REC'D Y REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


A Ml Vea oa oe MAY 12 


Page 5 may be 


a 
s 


cessary, 


1, 2, and 3 to the funera 


tate Department 
urs after death. 


0 


K 


and in any event with! 


24 hours after death. If any dela: 
ile pages 1 and 2 wi 


Items 20&21 Film 366 WARVEANG STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND as 


__ 06259 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 09732 
1. Le era le 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Carroll Mans’ano a. STATE Ma ryland b, CDUNTY 


b. CITY OR TOWN (if outside cor) porate, limits, 
write RURAL and give nearest town’ 


©. LENGTHLF STAYIN 1B 
Sykesville 


36 yrs. “9° mo¥. Baltimore Soop ¥ 


¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest Town) 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. eee 
15.| Springfield State Hospital 1810 W. Baltimore St. yvesC] no &] 
3. NAME OF i 
3 DECEASED we : abe Middle Last | 4. pare Month Day Year 
(Type or print) Lillian Bennett KOLB DEATH May 8 19 65 
5. SEX 6. COLOR OR RACE | 7, WARRIED [] NEVER MARRIED ff] | &- OATE OF BIRTH 3. AGE i TF UNDER 1 YEAR iF UNDER 24 HRS. 
ak last Bl hg Months | Days | Hours | Min. 
female white WIDOWED [] pivorceD [1] 3-20-1903 62 | 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn ear 12, CITIZEN OF WHAT 
during most of working Iife, even If retired) INDUSTRY COUNTRY? 


” in pencil in Item 18. Give Pages 


Examiner's Office along with form 


f 


the word “pendin 
he Chief Medica 
3 should be used as a burial-transit permit. Fi 


Page 


Housework Yaryland  Baltomope S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Emilie E. Kolb Mary W. Bennett 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) i 7 a 2 
no ———_| Springfield State Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: i wae. fe aL 
IMMEDIATE CAUSE ()__Acnte mediastinitis. 


& 2h, 7 DUE TO , 
Conditions, If any, which w__Perforation of esophegus by a chicken bone. das ./wks. 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying ceuse last. () 
& | PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART I(e) ]19. WAS AUTDPSY 
E >a) SSN Te 
$|_Schizophrenic reaction, hebephrenic type. “sf Roja} 
= | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (enter nature of Injury In Part | or Part 11 of Item 18.) 
| PRIMARY C) or CONTRIBUTING C) 
8 | CAUSE OF DEATH. 
3 [208. TIME OF TRIURYWonth, Day, Year | 203. TNIURY COCURRED |20e, PLACE OF INJURY oma,farm.y 20t. (Clty or town) (County) tate) 
a Hour factory, street, etc, 
a] 4 19 5 | While, Not While Springfield Statk Hos Carroll Md. 


21. | certify that | took charge pf the remain, 
death resulted from: 


lescribed above, held an Autopsy {&J,° Inspection [_], Inquiry [_], and in my opinion 
Suicide [-], Homicide [_], Undetermined manner [_] 

HIEF MEDICAL EXAMINER [_] 
EXAMINER'S 


-p, ASSISTANT MEDICAL EXAMINER [_] 22, DATE ey 
Warton ee L cua ie Joie 
NAME (Type) her, M.D. 


ACTUAL 
SIGNATUR' 


of Health or its designated agent, prior to burial, cremation, or removal, 


please execute the certificate, writing 
director. Page 4 should be forwarded to ti 


retained for your files. 


TO DEPUTY AD ssosnvex This certificate should be executed withi 
TO FUNERAL DIRECTOR: 


ays ah 23b. DATE THEREO! 23¢, NAME ie CEMETERY OR idea, YY Ne Cot 6 (Clty, town or Wee dect gl 
y) 
yD Mhy 11/965 | Goaker rca Ca fesvr/le 
25a, 


*D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


24, FUNERAL iy ae) inked Cages /2 ed Ley Gel, Armapolo Nb wMAY 11 1965 fetonksg Je: a 


and 


ysician 


ing physi 


igned by the attendi 
transit permit. Then please remo} 
, cremation, or removal, and in any 


of Health prior to bu 


is 
= 
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director, page 3 should be detached for use as the bu 


TO FUNERAL DIRECTOR: After thls certificate has been si 


should be filed with the State Dept. 


VR A15 (4) oP 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wiibe? 
06260 CERTIFICATE OF DEATH 


/ 


1. = tout DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssigh) 


Lt, a. STATE, b. COUNTY 
Cane MARYLAND M cl awd Nal ic 1c. 


A LTO us 
b. CITY OR TOWN vf outside corporate Iimits, ¢c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
TS RURAL and Ww negrest town) 


4? Salisbury _ oe / 


Sy Pele 
d. NAME OF “aie ‘OR INSTITUTION (If not In hospital, give etreet address) |) d. STREET ADDRESS 8. Te ReSTORGE 


Seving yield. Stade _ Wessst il _ 4-31 WieSini a _foe ves) volt 
3. 


pene ee First Middte Last 4 FAs Month Day Year 
(ype or print) Paul, ol: bouise Krawe) DEATH me 27? 965 
J a 6. GOLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [] | ® DATE OF BIRTH I" AGE (Tn, years | [FUNDER 1YEARIF UNDER 24ARS. 


last birthday) Months] Days | Hours | Min. 
w wiboweD [-] oivorcen fey] /J- B- 0 | : 


 O yrs. 


during most of working life, even If retired) 


Wel eigeeltn 1S. & AT heme Borerentnte AusiR 1A eceueha USA, 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Jehw Z ismm erm AN Helen Staub CawGlec 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 


10a. USUAL OCCUPATION (Give kind of work done} 10b. ae OF RUS IEse OR | 11 BIRTHPLACE (County & State, or foreign country) | 12. ee Se WHAT 


(Yes, no, er unkown) | (Ifyes give war or dates of service) 


Nous Mowr€ DRYAS CPE LG FI TPOF O3F Mra Begs 


18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] INTERV sa 
PART I. re WAS CAUSED BY: 3 
‘ IMMEDIATE CaUSE (@)__!Viy ¢ can deg ee oro vrata? 

a f DUE TO . e 
Conditions, If any, which A scecvD 4 ears . 
gave rise to Immediate 
cause (a), stating the 
underlying cause last. ( 

PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) [19. a aear 

SOM AZ OL YE EAL J Ee FC Paes OCP a= o yes] No [x] 
20a. ACCIDENT WAS UNDERLYING oe CESORIGE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 

OR CONTRIBUTING [4 CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INIURY(Home,farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while — Not While factory, street, office bldg., etc.) 
p.m. 9 at work at work L] 


21. | certify that (1) his nespiies ttended the deceased from_Z.- 2.) =, om to. 
n sf 29. 


saw the deceased alive 0! 19.@5 and that death occurred atS2= PM, from the causes and on the date stated 
22a, SIGNATURE 22b. os SIGNED 


SPavnwitt C- Chale wp. SYS NS] bintotor C] Bas, 2 IE cs” 


MEDICAL CERTIFICATION 


S74 


22c. ens | Sp ADDRESS. W/, 
te . 4 
See Jed A Haale ee [Spr nad Shete Megp. Sy ese le, bed, 
Se 23b. DATE THEREOF 23c. NAME DF CEMETERY OR CREMAJORY ad. LOCATION (Clty, town or county) (State) 


ORLA” | 6-1-9068 \bdecomees Mem. VREK Selishe 


pce Se be ey 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06262 4 CERTIFICATE OF DEATH 09735 


in 24 hours after \s 
= 


ez -—< 
53 F: | i unc OF DEATH — =e, 2, USUAL RESIDENCE (Whore deceasad livad, If institution: Residanes bafora admission) 
— a a. STAT, b. COUNTY 
gre CARROLL MARYLAND AR LA. CARROLL. cS 
en | b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN 1b ce. CITY ORT LAB. Fate limits, wrlte RURAL and give naarest town) 
Av write RURAL and giva nearest town) 
£32 |WEs 77 Mree 23 f4e¢ | 2] WES TAV/WVIZTER. ae 
a" d. NAME ta ribet ‘OR INSTITUTION (if néi in hospital, give street address) d, STREET ADDRESS. 2 1S RESIDENCE 
as / Gg, Wee A 
L waee —— os. 4 l AEC, AFUE - __\ so 
2s Sa a NEMEOF’ Middle Last 4 peg Month Day “Yaar 
a8 ‘yes or rit SF LL LEA ED LEAKE ' DEATH SIA 70 wor 
° — 
a Pesead |: COLOR OR RA' KP 7 ee LONever MARRIED [] | 8 DATE OF BiRTH 9. AGE (in yaars |IF UNDER 1 YEAR| IF UNDER os HRS. 
is last aa Months | Da: ‘Hoi Min. 
« Cescnle| W/W wipoweD [Ze ivorcep [-] SEPZ. 6 2, VEEL | XB ee eet Se ee 
ad 


11. BIRTHPLACE eat & Stata, or foreign a “12, CITIZEN OF WHAT COUNTRY? 
‘ane uring most of working life, aven if retired) 


ae Wir _—__\ Fpepgpyed’s Co Mp OsS-Ae___ 
z 
EEN += DECEASED ZORGE ARMED Serhan SECURITY NO. 17. non ZUNE . “Address | SAME 


(Yes, no, or unkown} 


1 
pe ete 

a ee it te Hp. WILLE OC. WELLIN Gy. BPD RES 

7 is. ‘CAUSE OF DEATH || only ona causa per lina for (a), (b), {e).] 7) TERVAL ET WEE! 
PART I. DEATH WAS CAUSED BY: ae ee 
7) 5 } , IMMEDIATE CAUSE (a) a — > 
pi 4 DUE TO ue if ‘ A 

Conditions, if any, which (b) ahh @wn_ Pols 


gave rise to immadiate cai 
(@), stating the undarlying 
causa last. te) 


USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY 


ding phys: 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carb 


DUE TO. 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19, WAS AUTOPSY 
9 a — PERFORMED?, 

< YES NO 

© 20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part | or Part Il of item 18.) 

& | OP CONTRIBUTING [] CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MECICAL EXAMINER) 

% | 20c. TIME OF INJURY Month, Day, Veer) 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ferm, } 208. (City or town) ~ (County) (State) 

3 iieacinenae While __ No! While factory, street, office bldg., etc.) | 

2 tet 19 at work at work [_] 1 


SF that (1) (we) last 


, from the causes and on the date stated above. 


ATTENDING PHYSICIAN: The law requires that the death certificate be execut 
be retained by the hospital or attending physician. 


TO FUNERAL“ RECTOR: After this certificate has been signed by the atten 


21. I certify that (I) (this hospital) attended the deceased from. 
saw the deceased alive on. 


! SNe ee that death occured at? 
228. SIGNATURE " " a 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even| 
ley 


22b. DATE 
ATTENDING ‘MED. STAFF 

PB p, | PHYS. DIRECTOR O pays. See 
H F) 2c. PHYSICIAN'S y a a <a ie: & 224, AL a eter .* 
an NAME (Type) 5k 
8 ec seNilkens__/ pee 
ns 330, BURIAL, eal VA sone THEREOF ‘| 23. NAME OF CEMETERY nay ee 234. Me Garhel {Eity, fown or Say) 

2 30k: VAL 
on ie Rur 
a iris 5 APOE 2 & / 

VR AIS (4) £ Fy Dk MAL. iG TURE ADDRESS : : BY REGISTRAR | 25b/ RE 

15M 7/61 er 


"2 Siig, Me pene, 


a 


TO HOSPITAL OR ATTENOING PHYSICIAN: 


: The law requires that the death certificate be executed within ‘ hours after death. 


Page 4 may be retained by the hospital or attending physician. 
10 FUNERAL DIRECTOR: After this certificate has been signed by the attending physic! 


1 


filled in by the funeral 
bon papers. Pages 1 an, 


ian and completely 
tg le 
= 
> 
e 


Dept. of Health prior to burial, cremation, or removal, and 


cart 


2 
g 
= 
a. 
< 
ry 
= 
s 
& 
= 
Fa 
2 
s 


director, page 3 should be detached for use as the bu 


should be filed with the State 


VR ALS (4) Oy 
15M 4-64 


M) | 06262 CERTIFICATE OF DEATH 

8 1, Heh ae, 2. USUAL RESIDENCE (Where deceased lived, If Institutton: Residence before admission) 
sy : a, STATE b. COUNTY 

2) AkRol| MARYLAND Chevo/ / 

s b. BU ean Af sprite de iccgpocate tinfis, c. LENGTH a STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
e 

a We estminster fis x Ro ra| ~ Einksbue 

a Wars OF HOSPITAL OR INSTITUTION (if not In ba: street address) ‘ STREET ADDRESS 2 b “y a ha ths 
i“ 

268 AP Roll ( aunty Genekp| Hos pete ' Rovte al sal wid 
= 

2 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYEARD 


Bee —Seseph Fi Middle , Last 4. DATE sn Day —Year 
(Iype or print) / hedore- Pe 2s ter. DEATH May 1965 
5. SEX 6. COLOR OR RAGE 8. DATE OF ie 9. AGE (In ae R FUNDER 24 HRS, 
Mt MARRIED p@] NEVER Ta I) 19 fast birthday) Hons | ape Hours 
Lo uly og yrs. 
T bee 


(whi te. wipoweo [7] DIVORCED {-] 
10a, USUAL OGCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR (Gounty & State, of foreion country) | 12. ued OF WHAT 


“Th most of working life, even if retired) Gi INDUSTRY |" 
) - Nh an 


Lez 


13. FATHER’S NAME | 14. MOTHER’S NAl 
David Leistee ESS he ithars 
15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) . te -—) . Wd 
“yes t. L. Mes. Edith Lerstee - Finks bue ; 
18. CAUSE OF DEATH [enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 2 Ade pee Cc list OD | Reece a 
“US f x IMMEDIATE CAUSE (a)__-*~* ae. ey 
DUETO. "0" | A 
Conditions, If any, which )_ S2 Ame, ran, vaso 
gave rise to Immediate 
cause (a), stating the DUE TO 4 
underlying cause last. ©. Pak. CU Sra Kortita Seam Bourn 
5 | PARTI. Cag eT Sec DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(8) (19. WAS AUTOPSY 
= ON 
fo) é teint SEs a / dl Ao ves[] NO 
= | 20a, ACCIDENT WAS UNDERLYING 20. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury In Part | or Part 1! of Item 18.) 
& | OR CONTRIBUTING [-) CAUSE OF DEATH 
S| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLAGE OF INJURY (Home, farm,| 20%. (City or town) (County) Gtate) 
oa Hour factory, street, office bldg., etc.) 
8 While, — Not While 
2 ; at workE_] at work (1 
2a) certify that (I) (thissheepital) attended the deceased from <2 19-2, tote, 24 19:7, that (I) we) last 
saw the deceased alive pies 2, and that death occurred at22©1M, from the causes and on the date stated above. 


22a. SIGNATURE 


= vO 5 22b. DATE SIGNED 
vot 4 1g ATTENDING “MED. STAFF 

ae Lill mp. PHYS. Let” pirector C]_ PHYS. a? 3, (Pea 

ASTER 


me MAME (1YD8} B Pabeot F. Bell iW) Westminster, md - 


23a. prs Goi 23b, DATE THEREOF | 231 (NAME OF CEMETERY OR CREMAJORY 23d. LOCATION (City, towp or county) (State) 
specify: . ? 
Bazin} 2 6-65 |Trinty Cv Crea | 
‘AL ECD BY REGISTRAR IGNATURE 


Pliny": Ng hl hati 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


quires that the death certificate be executed within a hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


et 


jon papers. Pages 1 apd” 


letely filled in by the funeral 
within 72 hours after fl 


d 


ician an 


-transit permit. Then please rem 


tal: 


, page 3 should be detached for use as the bur p , 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in ang 


director, 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


OS26: CERTIFICATE OF DEATH 09737 


1 


PLACE DF DI 4 2. USUAL RESIDENCE (Where deceased lived, If institution: AResldence before admission) 
Myth MARYLAND 


a. COUNTY 
b, COUNTY 
wth 


b. CITY/OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CT WN (If outside corporate Ilmits, write RURAL and give nearest town) 
wrjge RU SP Sy 65 nearest town) z 


Ji pif OR INSTITUTION (If notjln hospital, give street address) || d/ STR @. 1S RESIDENCE 
| 2 ON A FARM? 
7 Ja ves] nol] 
3 Ell OF 7 
DECEASED ; Middle Last 4, a8 Month _ Day Year 
(Type or print) Si Appl. a DEATH Ss 196. 
5, SEX 6. COLOR cae RACE #7. MARRIED LL Ale: NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR |IF UNDER 24 HRS, 
bts / aa _last birthday) (Months ] Days | Hours | Min. 
wippwep [-] DIVORCED] I= [3-190 1135 yrs. 
ee ae ea aca) (Give Kind of workdone| 10b. KIND OF BUSINESS OR Ti, BIRTHPLACE (County’& State, or forelyn country) | 12. CITIZEN OF WHAT 
durlpg-most of workIng | fe, even in If retired) NU: STR’ OUNTRY? 
(a (Oey 


13. FATHER’S NAME eats. MOTHER’ relat Aibbae 


15. Sey TN U.! Lge. ARMED bbe 16. SDCIAL SECURITY NO. | 17. pe Address 
(Yes, 6, or unkown) 'yes Dive war or dates of service) + 
| 2/S= 10- §15 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ; ; OE 


MEQICAL CERTIFICATION 


IMMEDIATE GAUSE (a) Carcinoma of the pancreas with metastasis, 


o 
157% DUE TO 7 7 C7 

Conditions, If any, which “nemia 2 Ve 

gave rlse. to immediate DUE 2 nd x= 

cause (a), stating the 

underlying cause last. (c) Emaciation LEC 4 

PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED T0 THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) |19. Rae 

yes [7] NO f] 

20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part II of Item 18.) 

OR CONTRIBUTING [) CAUSE OF DI 

(IF EITHER, NOTI! JEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


Hour a, factory, street, office bldg., etc.) 


while Not While 
19 at work at work] 


21, | certify that (1) (this hospital) attended the deceased from__l964 __, 19. to May 0, _, 19_65, that () (we) last 


saw the deceased alive pn 19_65_, and that death occurred at2215h trom the causes and on the date stated above. 
22a. SIGNATURE 2b. DATE SIGNED 


or ‘ 
TY ae ne 


2c. FHYSIGAN'S 22d. ADDRESS 
Howard E, Hall, M, D, | Sykesville, Maryland a 
238. BURIAL CREMATION,| 295. DATE THEREDF 239, NAME OF CEMETERY OR CREMATORY ; LOGATION (City, pwn or epunty) (tate) 
REMOVAL (Specify) | S a 
as AG OS Lege 4 Ae 
Win, DIRECTOR ae 7 OP Zn eM 25a. v3 4 REGISTRAR 66 | ter a 
a4 PELE ‘ 
VR A15 (4) 2 li Yo 2 
NN A1pe Wh ioe NA 


\ 


» x M)|_06268% CERTIFICATE OF DEATH (9738 
S $3\ “— ——= 
a 23 \__/ | 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence belore admission) 
2 = 2. COUNTY ‘ a. STATE b. COUNTY 
$ eng ‘ Ca¥ rel MARYLAND WILE Lar if, fo // —_ 
OEY b. CITY OR TOWN (if outside comorate limits, ec. LENGTH OF STAYIN 1b || c. CITY OR rape ‘outsidé corporete limits, write RURAL end give nearest town) 
= ase write RURAL and give nearest town) = g 
N £53 Mt. Airy est MAL LLL ee 
28 a% d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give sireet address) d, STREET ADDRESS WA 1S RESIDENCE 
Smee | 
Dir Xk] 7 Acckouk Ave ZL ookout Arve cepa 
3 a ep “NAME OF First = ‘Last are shies Month Dey ~Yeor 

~~ 

c (Type or prin Zw Zrene “89 Cab Pie, DEATH Mey 22. iGo 

25 ia 16, COLOR OF El7, MARRIED [_] NEVER MARRIED [_] | 8 DATEOFBIRTH a pubes IFUNDERT YEAR| IF UNDER 24 HRS. 

\ st Y) |Months| Deys | Hours | Min, 
I } fem a | Lvs / Fe. WIDOWED bg] pivorceo [_] 1-/1§- 1596 yrs. - Pa : | 


= saw the decegsed alive ot , from the caufes and on the date stated above. 
TE 
220. SIGNAPRE ect PLE 
i) biRECTOR oO PHYS. o B22 mA 
Hos 22. PHYSICIAN'S: 5 5 -_, 
coe | NE ery Baw Poole 
ge 2 RIAL CESTES. 23. DATE THEREOF 23c. WAME OF oe OR ae i ity town or county) il. 
J speci . 
eS Wire) 5-25-1965 Fes sanT- fpedbpick Co, 
VR AIS (4) ~S1 24 FUNERAL DIRECTOR'S. SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b. jo Dian G)STRAR’S, SIG 
ae ae 7 MBE Box 2H), hove 27 loaMAY 27 1965 _4 fEliondss Nudge 


TTENDING PHYSICIAN: The law requires that the death certificate be execut 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


+ 


We, USUAL OCCUPATION (Give kind ol work 0b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stele, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done duzing most of working lity, even il retired) | 
Rouen fe | Ye | egg /a nf 4S 


13, FATHER’S NAME = 14, MOTHER'S MAIDEN a 


New tev DD. Fim he 4 | Arva LV. fe /b 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURI 
(Yes, no, pr unkown) | (Ifyes giveweror datesofservice} 
wo 


| = /S-03- 5/94 


vo" = 2 . Hine, , 
/18. CAUSE OF DEATH [Enier only one couse per line eee (e}, (b), end {c).] 
PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE LAN AS Le BA 
170 xX DUE TO 


Conditions, if any, which (b) 
geve rise to immediate cause 
{a), stating the underlying 
causa | 


“17, INFORMANT Address 


it. Then please remove carbon papers. Pages 1 and 2 s 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev: 
9 


INTERVAL BETWEEN: 
ONSET AND DEATH 


ed by the attending physician and complet 


DUE TO 
(el) 


Zz PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Kie)| 19. WAS AUTOPSY 
g a ORMED? 

< yes [] No [] 
& | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Part | or Pad tl of item 18.) 7 Ts 
| OR CONTRIBUTING (_] CAUSE OF DEATH 

G1] (F EITHER, NOTIFY MEDICAL EXAMINER) 

 [20c. TIME OF INJURY Month, Dey, Veer] 20d. INJURY OCCURRED | 20c, PLACE OF INIURY (Home, farm, | 20f. (City ortown) (County) (Stele) 
5 Hecaate. While Not While lectory, street, offica bldg., ete.) | 

<4 ” jet work [_] ef work [_] | 


retained by the hospital or attending physician. 


2 that (I) (we) last 


‘CTOR: After this certificate has been sign 


director, page 3 should be detached for use as the burial-transit perm 


= 


Pages 1 an 


mpletely filled in by the funeral 
lent, within 72 hours after d 


and in 


carbon papers. 


ysician 


eS 
= 
a 
a 
3 
= 
s 
= 
I 
2 
3 
3 
3 
Gi 
= 
= 
= 
= 
3 
2 
2 
S 
3 
oS 
4 
a 
@ 
a 
2 
2 
3 
Ss 
= 
i 
Ss 
Ss 
= 
I 
cy 
3s 
@ 
4 
s 
B: 
a 


e 3 should be detached for use as the burial-transit permit. Then please 


“TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires ti 


Bi 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph' 


director, pa 


ya 


tte fey 
fe > 
TF 


VR Al5 (4) 
15M 4-64 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
oes. OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH ¥'7e 


1. pea ASN 2, USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
‘e i 


Carroll MARYLAND *Waryland ‘baltimore City  * 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesville lmo.25dys. Baltimore Pool 7 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS 6. Is RESIDENCE, 
Springfield State Hospital 700 W. Mulberry St, ves] nobel 


3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


OF 
(Type or print) LEON (NMN) McKINEY DEATH MAY 10 19 65 
5, SEX 6. COLOR OR RACE | 7, MARRIED BK] NEVER MARRIED [] | ® DATE OF BIRTH B._ AGE (ir years [FUNDER 1 YEAR [FUNDER 26 HRS, | 


last birthday) (Months | Days | g 
Male Negro wipowep [-] porceo{]| 7-7-1911 cit heel 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Handyman Unk. U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Andrew McKiney Lucy Me (maiden name unk.) 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) a eT ay 
Unk. Records, Springfield State Ho. 


Unk. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: ONSET AND DEATH 
4 


Me MIMMEDIATE CAUSE (a) Far advanced pulmonary tuberculosis, active Months 
Ods/ 


DUE TO 
Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. aed 
Schizophrenic reaction, chronic undifferentiated type ves] NO BR] 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part t or Part II of Item 18.) 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 


p.m. 19 at work at work oO 


21. | certify that (I) (this hospital) aoe the deceased from , 19___, that (I) (we) last 
saw the deceased alive o 710-6 19____, and that death occurred , trom the causes and on the date stated above. 
22a, SYGNATURE on ? | 2%. DATE SIGNED 
> > by pn 5 
Z Lyn VEOAM 4 fl pee Jn. BRNO’ Biticron Obie 5-10-65 
226. PHYSICIAN'S 


mies) Julian Radaykewycez, M.D. | gpranefield State Hospital 


MEDICAL CERTIFICATION 


Ba, Pre eATAGN 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) (State) 


REMOVAL (Specify) A A County Md 


24, Ae ToR ; 7 25a. REC’D BY REGISTRAR REGISTRAR’S,SIGNATURE 
ok upp frend Mat 20-1865 | foAorles Mudge 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


1 


fter death. 


24 hours ai 
papers. Pages 1 an 


within 72 hours after death 


etely filled in by the funeral__ 
on 


Iclan an 


lease re 
and in an! 


ied by the attending physici: 
transit permit. The! 


ician. 


that the death certificate be executed with! 


: The law requires 


Page 4 may be retained by the hospital or attending phi 


TO FUNERAL DIRECTOR: After this certificate has been si; 
director, page 3 should be detached for use as the bur 


15M 4-64 


. Then 
cremation, or removal 


should be filed with the State Dept. of Health prior to burial 


aN 


(i 


A 


Ly 


VR AIS a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Bees OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Mitty 
0 740 


CERTIFICATE OF DEATH Q 
1. PLACE Pe Peart 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before "fe 
: a. STATI b, COU 
ye fe-0 MARYLAND v2 6 LLBSA: Ca, 
db, OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


Syvtesvifle, Ad |S He, Bad Fivgsroww, A7d 2) x2 


d. NAME OF HOSPITAL OR INSTITUTION (if not In bs bas address) || d. STREET ADDRESS 8 pat es 
‘o. 


Spewe tre fd Stefe sorta J) te, Balle. St. vest} nol 


3: Ls Ca First Middle Last 4. pare Month Day Year 
(Type or print) BI7e. Breen e AfeseR DEATH i, 49x 
5. SEX 6. COLOR OR RACE | 7, warRiED [-] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (in years [IFUNDER 1 YEAR |IFUNDER 24 HRS, 
— Zs, A; Oo Oo a3 ae BS last birthday) (Months | Days | Hours | Min. 
CAN C Lith: Fe wipoweD [%] DIVORCED [_] 7- yrs. 


12. CITIZEN OF WHAT 
UNTRY? 


re ’ 


10b. KIND OF BUSINESS OR TY. BIRTHPLACE (County & State, or foreign country) 
most of working fp, even If retired) 
OOS CHS, 


INDUSTRY 
13. FATHER’S NAME Mowe a €ysy) {le Md. 
ah va bo G/e 


M@THER’S MAIDEN NAME 
15. WAS DEC EASED EVER IN U.S. ARMED FORCES? 


E4148 Shenk 
a8 or unkown) | (Ifyes give war or dates of service) 


16. SOCIALSECURITYNO. | 17. INFORMANT 
fe] 


‘Address 
Mie. \Spenchel Stote posvital. 
18. CAUSE OF DEATH [Enter only one cause 5 line for (a), (b), and (©).2 


INTERVAL BETWEEN 

PART |, DEATH WAS CAUSED BY: f- 1 Tits May ihe 

IMMEDIATE CAUSE (a). 
Hazel 
/ DUE TO 
Conditions, If any, which (). 
gave rise to Immediate 

cause (a), stating the QUE TO 
underlying cause last, (co). 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH&UTNOT RELATED T0 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 


ate! USUAL OCCUPATION (Give kind of work done 
uy pe 


y 
19. WAB AUTOPSY 
PERFORMED? 


yes [7] NO }¥} 


20a, ACCIDENT WAS UNDERLYING E. 

OR CONTRIBUTING (7) CAUSE OF DEATH 

(IF EITHER, NOTI EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 

p.m, 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm, 
While — Not While factory, street, office bidg., etc.) 


at work at work 1 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


19.4, that 4r(we) last 
, from the causes and on the date stated above. 
22b, DATE SIGNED 


ATTENDING 5a MED, starr oe ee 
 VPHYSICIAN'S a ee ante sper 0 Sue 
Soseph 6: Battaile ,mQ 173% hs, ee esuslle., Ld. 

23d 


23a, REG sei | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY OCATION (City, town or county) (State) 


27 REMOVAL (Specify) 
AL if Fredév oe 


E v f 
DIRECTOR ADDRESS 3 25b, ISTRi 0 Hes RE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, rity 
J { 


CERTIFICATE OF DEATH 


G 


gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last, © 


factory, street, office bldg., etc.) 


Hour a.m. 
p.m. 


& | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) 19. WAS AUTOPSY 

2 

é ves{] Not] 
z | 202, ACOIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW TNIURY OCCURRED. (Enter nature oF injury m Part Vor Park oF Went 18}) 

& | OR CONTRIBUTING [>] CAUSE OF DEAT 

& | GF EITHER, NOTIFY MEDICAL EXAMINER) 

3 | 20e. TIME OF INJURY Wonth, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, 20f. (Clty or town) (County) Crate) 

fa 

= 


While Not While 
at work 0 


at work 


g Es 
S SEs 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
roe tee Susi STATE b. GQUNTY 
re as 
SB 2.2 MARYLAND Maryland arroll 
} Aad 2s b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporete limits, write RURAL and give nearest town) 
a BE 2 write RURAL and give nearest town) \y 
a see ‘ Rural - Uppere 
oe fi SPITAL OR INSTITUTION (If not In hospltel, give street eddress) |} d. STREET ADDRESS. @. 1S RESIDENC| 
3 42 |—Yaahanter seiner DENce 
iS 2en ON A FARM? 
= Emory Chureh Road ves fx] nol] 
= & ee je First Middle Last 4. LT Month Day Year 
= ene (Type or print) GRACE PAULINE MYERS DEATH 2) iA 96S" 
3 Ses 5. SEX 6. COLOR OR RACE | 7, MARRIED §&] NEVER MARRIED[] | & DATE OF BIRTH 3. AGE (in years a a Fee are 
Ss 5 
8 EEE F W wivowep [7] _bivorceD[]| 120. oa 
ks c_£ 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
is 3 as during most of working tlfe, even If retired) INDUSTRY COUNTRY? 
2 25 | Housewife Maryland USA 
3S 5 aS 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= 5 
= 3 George Hoffman Alverta Hoover 
8 2 “ 15. WAS DECEASED EVER IN U.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
= ee (Yes, no, or unkown) | (ifyes give war or dates of service) 2 
fe ee No 217-28-6977| Mr. Marvin S. Myers,Upperco, Maé. 
. Hs 18. CAUSE OF DEATH [Enter only one cause per tine for (a), (b), and (c).1 INTERVAL BETWEEN 
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ZEy5 Pree ren CAeCiNomfr OF RIGHT EYE 
& or i 
3 / 
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E22 
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= 
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, page 3 should be detached for use as the burial: p 
should be filed with the State Dept. of Health prior to burial, cremation, or removal 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


= saw the de )ES™, and that death occurred at 2 25M, from the causes and on the date stated above. 
a 22a. els | 22b. DATE SIGHED 
i —, =— 

aS Chee) wo. PAVS NM? EY Binecror C1 bas. [| L 7LES 

4 22c. PHYSICIAN'S 22d. ADDRESS 

Bes | NAME (Type) | 

ZzBz. 

es X 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

ene y oer | 5-10-1965 | Emory Methodist | Uppereo Ma 

-10- 
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IF UNDER 24 HRS. 


“Res 2 -MARIE> Ey DECKER 


~] 6. COLOR OR RACE 


8. DATE OF BIRTH 9. AGE (In years fF UNDER 1 YEAR 


az 
33 PLAC} F I DEATH = a ‘|| 2. USUAL RESIDENCE (Where deceased lived, If insjiiution, Residence bafore admission) 
£ 0c . a. ST. b. COUN) 
Ne Si MARYLAND ~ 
zs b. CITY PR TOWN [if outside corporate limits, ¢, LENGTH OF STAY IN Ib | X> CITY Of TOWNAIF outside peroraa limits, write RURAL end give nearest Yown) 
ao writf RURALand giva naaras! tgwn) KS 
32 fe ©: lef ? 

2 414A es OO eee rl aaa ae = fae 
3 d, NAME OF HOSPITAL OR INSTITUTION (if not Oo. e giva straat bddrass) ] 4. STREET ADDRESS 1S RESIDENCE 
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af AL, . = ves no 
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en 
Oe 
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7. mARelED [XT NEVER MARRIED. oO 
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=) WIDOWED K Divorced [_] Wak -[F-19 Ae yes. 

S / | i0a. USUAL OCCUPATION (Give kind of work | 10b. ae OF BUSINESS OR JNDUSTRY | 11. BIRTHPLACE (County& State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
BB S/ | done during working life, avan if | 
zee ea ws a 
£25 - AY ¢ r 
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E2g 
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43. FATHBR’S‘NAME wee 'S MAIDEN NAME 
15. WAS DECEASED af U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT 
(Yas, no, or unkown) (7 allay 2. Of- “{ | Vesed 


18. CAUSE OF DEATH [Enfar only ona eau: lina for /- a }, and (e}.] 


TERY Al 
PART I. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a)___; 


one pry 
, l Z BLO 

lS. X DUE TO. 

fons, if eny, which (by ‘i = 


a po Las , bao. 


s that the death certificate be executed within 24 hours after 


leath. Page 4 may be retained by the hospital or attending physician. 


it 


gava rise to Imma causa 
DUE TO 


The law requ 


cate has been signed by the ettend! 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT Bet eG, TO THE TERMINAL BISEASE CONDITION GIVEN IN PART ia)| 19. WAS’ gia 
4 = 

AR | ves [] no Fy 
| 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert I or Part Il of itam 18.) 
= OP CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
5 20c, TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20%. (City or town} (County) (Stete) 

4 is iicdrs-aim Whila __ Not While factory, straat, offica bldg., atc.) | 

g hie! 19 at work [_] atwork [] ; 


(we) last 


at pee that| {this hos ee the deceased from/..="... 


saw the ve on. f94%, Poo tte sical @J, and that death cael ge » from if caises and on the date stated above. 
22a, SIGNATUR| 7 22b. DATE 
’ ATTENDING STAFF SIGNED 
¢ md. | PHYS. DIRECTOR OO ers. 
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NAME (Type) 
CerunLl town er county, | {State) 
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ia 5 lnc Cl 
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ith the State Dept. of Health prior to burial, cremation, or removal, 
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23a. BURIAL, CREMATION, | 23b. DATE THEREOF t NAME OF 
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director, page 3 should be detached for use as the burial-transit permit. Then please ri 
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TO FUNERAL DIRECTOR: After this cer 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
ral 


fcs 1. ade Weide Nil . 3 y “USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
= ‘ a ATAJE> b. COUNTY 
238 Carroll MARYLAND bs fi as -_ ; 
So's b. CITY OR TDWN (If outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oD 
i 2 g “Sphesvs De oo town) 8 / é . one. 
= 2 Joof-4 
& zy 2 = d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADORESS. 8 Pai) 
22~ . 
=f 90 Golden Age Ne 2g Home 530 €. 354A Sz. ves iho (al 
ms / 
3 se 3. peas First Middle Last 4. ee Oay etter oe 
eg (Type or print) DEATH fo 19 oS 
5. SEX 7. MARRIED NEVER MARRIEO[ ] 8. DATE OF BIRTH 9, AGE (In yeape/| IFUNDER 1 YEAR |IF UNDER 24 RRS. 
. : Irthday) | Months | Oays | Hours | Min. 
E Female | White winowed [XJ owvorced }| 7/75/7892 73 yrs. a | 
es 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
3 ge during mgst of working Jifg, even If retired) INDUSTRY UNTRY? 
Se ouseuw ge Belto. tid. 
(ars 13. FATHER'S NAME 14. MOTHER’S MAIOEN NAME 
oe : 
25 An NM R Be 
f= 0. . Mattare 0480 C. Fen 
zy 15. WAS OECEASED EVER INU.S.ARMEDFDRCES? | 16. SOCIALSECURITYND. | 17. INFORMANT Address 
2 = (Yes, no, of unkown) | (Ifyes give war or dates of service) Vin A He @ Nd. BD 
E oi 2 705 BL 
3 E et Oi erndon, 90 nud. 
o od 2 s Oo 
ea 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), . ‘4 5 INTERVAL BETWEEN 
7 ONSET DEATH 
Be PART I, DEATH WAS CAUSED BY: 
3 s 3 2 IMMEDIATE CAUSE (a). wi 
a ior 


nG OUE TO Y Y, 5 

Conditlons, If any, which 

gave rise. to Immediate qa hi 

cause (a), stating the ( OUETO Lor 
underlying cause last. {c) . 


98 7-a737 


& PART II. OTHER SIGNIFICANT CONOITIONS CDNTRISUTING TO DEATH BUT NO? RELATED40 THE TERMINAL OISEASE CONOITIONGIVEN INPART 1(a) | 19. WAS AUTOPSY 
2 = , ae * ae 
g 5 ves[] not] 
= 
i= | 20a. ACCIDENT WAS UNDERLYING 20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part II of Item 18.) 
$5 | DR CONTRIBUTING [] CAUSE DF DEATH 
2 © | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
= z 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY DCCURRED | 208. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
eo Hour a.m. factory, street, office bidg., etc.) 
While Not While 
Ss p.m. 19 at work at work [_] . 


19. that (I) (we) last 
, from the causes and on the date stated above. 


22b. OATE SIGNED 


21. | certify that (I) (this hospital) attended the deceased-fro1 
192, andthat death occurred 


mo. PSS 

TIN Ps ‘AOOR! 

23a. BURIAL, CREMATION,| 23b. OATE THEREOF | 236. JE OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
r@iee? | 5/73/65 | Holy Redeemer | "Be deciene, Mle, 


24. FUNERAL OIRECTDR AODRESS ‘ lee REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
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should be filed with the State Dept. of Health prior to burial, cremation, or removal, 
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5s Sz a 
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Gee a. STA; . COUNTY 
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=~ Fas fa RURAL and. wa 3 all Y: 
a ics Wet aar C7 ane PY Lb “AeA 72120 ——* 
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Ee ZZ 
Eo: X £8 2. [Bere he. Glee: ll £8 2 (éz7700 ee: ves [] No 
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35 
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(e), steting the underlying 
cause lest. te} | 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/ 19. WAS AUTOPSY — 


PERFORMED? 


ves [] No Pg 


a 


200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 
OP CONTRIBUTING [] CAUSE OF DEATH 


(EF EITHER, NOTIFY MEDICAL EXAMINER) 


20. PLACE OF INJURY (Homa, ferm, | 20f. (City or town) (County) (Stele) 


20c, TIME OF INJURY Month, Day, Yeer 
factory, strest, office bldg., ete.) | 


Hour @ 
p.m. 19 


. | certify that (I) (this hospital) attended the deceased from.G#gé7 
| eee AP o . and that Heath occured 


20d. INJURY OCCURRED 


While __Not While 
at work ™ work 


MEDICAL CERTIFICATION 


¥ ae , 19.38 that (1) (we) last 
f...M, from the causes and on the date stated above, 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed sal 


be retained by the hospifal or attending physician. 
‘CTOR: After this certificate has been signed by the attendin: 


uld be detached for use as the burial 


be filed with the State Dept. of Health prior to burial, 


saw the deceased alive on.. 


ry 
= ~22b. DATE 
Ee ye ne ae 7) 
“ 38 3 /22c, PHYSIMAN’S 22d.) ADDRESS 
Bo bd a7): Z 
n = — ane == sates? 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oh 


2a, SIGNATURE (77% % Za . : ig DATE SIGNED 
4lAud Cf mp. PAVE NSE] Bintcror C) Five, E}| 5-10-65 


— AS 
2 ae H CERTIFICATE OF DEATH q974 5 
% S23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ae Beg a. COUNTY a. STATE, b. COUNTY 
B 273 Carroll MARYLAND faryl and legany 
s Tes b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
2 BS: g write RURAL and_give nearest town) 
fos. Sykesville EF ,10nos .28dy Cumberland Bil i ae 
= of d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
2an ON A FARM? 
NS Efe Springfield State Hospital Oldtown Road Route #4 ves] no (at 
2 SSS 3. NAME OF First Middl t . DATE Month Dal Yea 
= S35 NAME OF irs ddle Las 4. BB Tl y r 6 
= 882 (ype or print) Elmer (nmn ) Poole DEATH May 10 i965 
3B see 5. SEX 6. COLOR OR RACE |7, MARRIED °- NEVER MARRIED [] | & DATE OF BIRTH 9. "AGE (In Years | IFUNDER 1 YEAR]IF UNDER 24HRS, 
5 last birthday) Months | Days | Hours | Min. 
ea 4 6 Months | Day: Hot | in. 
3 Male White WIDOWED | | DivorceDKR| 1-20-02 3 yrs. 
= -. 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ll. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Z By ae during most of working Ife, even If retired) INDUSTRY ‘ COUNTRY? 
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8 ac: 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
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8 2.5 15. WAS DECEASED EVER INU-S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
= £E Ss (Yes, MN or unkown) |(Ifyes give war or dates of service) vs R 4 s fiel s te i 1 
3 “se ° nknown ecords, Springfield State Hospita 
3 35 
oi £238 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Ce 
2.2525 PART I. DEATH WAS CAUSED BY: M radial infasees Nee 
SERES IMMEDIATE CAUSE (a) fyocardi nfarction Né 
=3 Ese Hol DUE To ’ 
$2u55 Conditions, If any, which Coronary arteriosclerosis years 
236 3 (b). eee 
ey sc 3 gave rise to Immediate 
cs s27 cause (a), stating the ( DUE TO 4 ? ; i ’ 
reeae underlying cause last. © Generalized arteriosclerosis years 
spn & | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
£5 228 5 hronic alcoholism, Korsakoir's syndrome. vest) No Ld 
2858 S 
ZR ES= 0 = | 20a, ACCIDENT WAS UNDERLYING a) 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 17 of Item 18.) 
SEEPS || GPM SMMA neh Baten 
Sg o2u =) , 
= om 
£ 2228 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,| 207. (Clty or town) (County) Gtate) 
as KS a a Hour a.m. wall factory, street, office bidg., etc.) 
> Sak S q 8 Not While 
2a £288 = p.m. 19 at work at work 
Ss 2S = 21. | certify that (I) (this hospital) attended the deceased from_~—: 1S ot to. 19___, that (I) (we) last 
a= =I ’ I 
e: Ses saw the deceased alive op__5=10—65 19 __, and that death occurred a? 40_ft,efrom the causes and on the date stated above. 
<2 oO ix 3 
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S25 28 
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“ey PHYSICIAN” Aol s = 
2 | 2a. PANGIOTANS 4 . 22d. ADDRESS Springfield state Hospital ~ + 
2 Octavio A, Ruiz, M.D. Sykesville, Maryland ____ 
3 23a. ah Fe 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
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y BD 
5 62 = 
= 23. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Inslitulion; Residence before edmission) 
By ecko piecie AU e. STATE b. COUNTY 
as Gerrol1 ey er _ MARYLAND | _ anwllaxy Land... oes ORG 2 x= 
Hg eae b. CITY WN (it outside corporete limits, | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporete limits, writa RURAL end give neerest town) 
y Bast write RURAL and give nearest town) x 
© §92> 2 -Ke neter weeks ‘aneytown. ae 
£3 8a a. west ALOR INSTITUTION (if not in hospitel, 2 street eddress) ~d. STREET mans z = fe. IS ee 
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3 o5// 
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INTERVAL BETWEEN 
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7, |e 
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© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
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22b. DATE 


22e. SIGNATURE 7 
5 - ATTENDING MED, STAFF NED 
Oe aed ; ere ss mo. | PHYS. Ef“ oirector [] PHYS. [} Sy Visjies 
je. PHYSICIAN'S c 22d. ADDRESS -— 
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23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stele) 


mete eS Pe 


2 certify that 


saw the degeased alive on............. 


~ 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon 
to buri 


be filed with the State Dept. of Health pri 


Bur: 
24 FUNERAL DIRECTOR'S SIGNATU! 


C.0,.Fuss & Son Taneytown, Md. 


MARYLAND STATE DEPARTMENT OF HEALTH 
VISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oh 


Aa ns ¢ my 
s¥a D6273 CERTIFICI pels 
233 E Ps ‘i 5 OENCE (Where decedsed lived, If institution: Residence before admission) 
2s a. COUNTY Mf d a. STAB] ang b. COUNTY 2 
o a oe A 
58s b. pr Lic ay outsi c. LENGTH OF STA’ c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

eo 
= 3 Baltimore 2121% 200} ¢ 
seu ital, give styeet address) || d. STREET ADDRESS @. 1S RESIDENCE 
Bee At ON A FARM 
ee y 2706 Fenwick Ave. ves] no 
oss |. NAME OF . DAT Year 
23 = DECEASEO ‘irst Middle Last 4 Hal Day e; = 
asd (Type or print) DEATH é 

so 

SEX 6.6 OR’RACE | 7 MARRIED [~] NEVER MARRIED []| 8 OATE OF BIRTH 9. AGE (In years FUNOER 1 VEAR|IF UNOER 24 HRS, 
W - st birthday) {Months | Days | Hours | Min. 
male ag wioweo fj oworceo]| Max=12. 1884 Ave yrs. 


10a, USUAL OCCUPATION Give kin@bF 
during most of working life, jeve 


Salesman Bn 

13. FATHER’S NAME Oo ig 2 
~ @ 

$ |. 


George SandPese 


15. WAS OEC EASEO EVER INZES. Fe 
(Yes, no, or unkown) | (If yes give wempr dates 


12. CITIZEN OF WHAT 
US 


Baltimore Md. 
14. MOTHER'S MAIDEN NAME 
Catherine 3 


JAL SECURITY NO. bir INFORMANT Ad 


dress 
rs.Fred Spies.3241 Kingeley $t.21229 


10b. pak Tes OR | 11. BIRTHPLACE (County & State, or foreign country) 


ial-transit permit. Then please 


nn s E 3-6700 
18. CAUSE OF OEATH-€gnteb onky one,ca a), (b), and (¢).] ~. INT, ETWE! 
PART |. OEATH WAB CAUSE B Z male 
IAS CAUS i 
Va a0} a ty Wi 
Conditions, If any, sh, © 
gave rise to Immediate! S 
cause (a), stating the 


underlying cause last. i=] 
PART II. OTHE! 1 f U j "ART 1 
HER S)GNIFICANT CO 1G TQ DEATH BUTANOT RELATED TO THE TERMIWAL DISEASE COND NSIVENBIP (a) PERFORMEO? 
a (2B Z =) ves [] No bef 
SERRE TRTTING La r20b. DfSCRIBE HOW INJURY OCCURREO. (Enter ndtufe of Injury In’Part | or Part Il of Item 18.) 2 
Fell Te tle, while getting up frm Chew 


(IF EITHER, NOTIFY MEOICAL EXAMINER) 
20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO gees PLAGE oF RET ala 20f.f (Clty or Aown) (County) (State) 
Hour a.m. whil Not Whil factory, street, office Bes ] . ra 
p.m. at work] at work LJ LB LZ Wpodbine Esraris G 
21. | certify that (I) (this hospital) attended the deceased. fro 
saw the deceased alive on. 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


MEDICAL CERTIFICATION 


that (I) (we) last 


m the causes and on the date stated above. 
22. OATE SIGNEO 


~ ATTENDING MED. STAFF 
M.D. o SC Binecron CO Svs, 
PY MAST N |" Redawc~ Ja _ 
23a. BURIAL, CREMATION,| 23b. OATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) || 4 
a fa W emete Baltimore 
24. FUNERAL DIRECTOR S ADDRESS = 25a. REC’D 61 IR} 2! 
HENRY SANDER & SONS.INC. ‘Baltimore Md.| MAY 26 [0G 


olllA 


at death occurred a 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


director, page 3 should be detached for use as the bur! 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=A 


; 
3 06274 CERTIFICATE OF DEATH p974y 
sz 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before pa 4 
ee a, CDUNTY ? @. STATE b. COUNTY F 
278 OL MARYLAND TNeey/An Eifeder ic 
pee b. CROMER Pi aua eee Ta) limits, ¢. LENGTH OF STAY IN 1b |\c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
#£e s 
£3 Angas — Spes Me Sve. Lm. ld Ekedeeiek OMA 
3 on d. NAME OF HOSPITAL OR INSTITUTION (if not in hospjgal, give street address) || d. STREET AOORESS e Paes 
=a™ 
BES IS|Sornwaleld Stak Hospital \la7 WChueck Street | vst woe 
s SS 3. 7 NAME DI 1 
ro] 


pean Led 2 First Middie ast 4. Aye Month Oay Year 
(Type or print) Cals “Ne Efea MOK. Spi DEATH 196d 
5. SEX 6. COLOR OR RACE 7, MARRIEO [] NEVER MARRIEO[] | 8/ GATE pf BIRTH 9. AGE (In years [iF UNOER 1 YEAR|IF UNDER 24 HRS, 
" last birthday) Months | Oays Min. 
e | lh, ne. oworceof]} A = - £0 
HPI 


oo 

“< 1Da. USUAL OCCUPATION (Give kind of workdone| 1Db. KIND DF BUSINESS OR 11. BIR’ CE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
sa during most of working | fe, even If retired) INDUSTRY COUNTRY? 

S& 2 ety CW Home . SP. 
a 13. FATHER’S NAME 14. MOTHER’S/MAIOEN NAME 


ss s | 

Pr} . ‘ :. 

28 |Wiemes 3S, Deus Cawolive. Kew bhiaum 
Ga 15. WAS OEC EASED EVER IN U.S. ARMED FORCES: 16. SOCIALSECURITY NO. | 17. INFDRMANT Address 

= 5 (Yes, no, or unkown) | (If yes pive war or dates of service) . 

5s | a AY femelle ia £ eto CS tte! Me 

oe 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] = pulses aati) 

2s PART |. OEATH WAS CAUSED BY: 5 ! wD Pw 

ss 2 IMMEDIATE CAUSE (a) 

ae Had QUE TO 


The law requires that the death certificate be executed withi q hours after death. 


5 
5 
3 
2 
2 
Zz 
= 
bo 
2 
= 
= 
Fs 
i) 
= 
> 
co 
oo 
S38 
a] ' 
m0. = , 
2°55 Conditions, if any, whieh ) gy A AAY OSCLELD T7e CpRb10 Vokctt ie 
wn Seo gave tise to Immediate OUE TO } 
£ ole cause (a), stating the oe ' 
sits |_| sseu tenth ~_ Coawe hittin Salton = 4 
#20: & | PARTI. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONOITIONGIVENINPART1(a) 19. WAS AUTOPSY 
23s S ———————— 
53.8 46 (81D Lee, DiS ' L#: 5 vest] No 
S.2 OlF le Ae et 1Segse Tan La he CA Cita 
#E se2= = |'2pa. ACCIDENT WAS UNOERLYING 20b. OESCRIBE HOW INJURY OCCURRED. eee Of Injury In Part | or Part I of item 18.) 
Se ees (5 | ReMaMvaetin Saint 
26 CLs ° a 
= om 
a 228 z 20c. TIME OF INJURY Month, Oay, Year | 2Dd. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a5 Tee 5 ieuaan said ee ins factory, street, office bldg., etc.) 
2s 285 = p.m. 19 at work at work 
S222 21. | certify that }H(this hospital) attended the deceased froma — 22 / 19 (we) last 
Bass ; a 5 
ESese saw the deceased alive pi rd 19.257, and that-death occurred a , from the causes and on the date stated above. 
om %%2 
@: sets ATTENOING MED. STAFF var Righetti 
S588 qe Aco. Pays." (_)_omrector (1) pays. (| 5 - 9- 6S” 
Zea 8! 220.7 Pl Z2d. AOORESS 
EES CS NAME (Type), p , i, y e 
Bt ass 
eZoy 
EePeE 23a, BURIAL, CREMATION,| 23b. OATE THEREOF daMe OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
ot oes “REMOVAL (Sppcity 


ah ai Me SIGNATURE 


By L, DIRECTO , Al 25a, REC'D BY REGISTRAR 
VR AIS «yh Wether, vdercae ty anne AY 12 196 
15M 4-64 


=, 


jon papers. Pages 1 and 


S) 


ician and completely filled in by the funeral 


ease removi 


ed by the attending phys 


|-transit permit. Then 


a 


: The law requires that the death certificate be executed within hours after death. 
should be filed with the State Dept. of Health prior to burial, cremation, or removal 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the bur 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR ALS (4) 
15M 4-64 


ithin 72 hours after deat! 


in any 


gs 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06275 CERTIFICATE OF DEATH ¢ ( 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
4, COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland ____Baltimore City 
b. CITY OR TOWN (if outside eencieks limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate [imits, write RURAL and give nEarest town) 
ee give nearest town} 4 rede > 
ee eieuee yrs.5mose26dya. Baltimore Joat-¥ 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6 pa unc’ 


Springfield State Hospital 885 Lemmon St. vesL) noi] 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
(ype or print) MARY ELIZABETH SCHMIDT DEATH May 1 19 65 
5. SEX 6. GOLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [—] | & DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR|IFUNDER 24 HRS. 
‘et Irthday) Months | Days | Hours Min. 
Female ite WIDOWED pivorceo[]| 9=27-1877 7 yrs, 
10a. USUAL OCCUPATION (Give kind of work done) 10D. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
s clerk Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Charles Meyers athryn Follmer 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) a 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : ee ee 
: IMMEDIATE CAUSE (a)__ACute congestive heart failure Hrs. 
a 
a. ¢ DUE TO 
amet dana mule o)_Arteriosclerotic heart diséase Yrs. 


gave rise to Immediate 
cause (a), stating the ( DUE 70 " 
underlying cause last. «Advanced generalized arteriosclerosis 6 


s PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. pe Bee 
3 Che endo brain Moy Aiea associated with cerebral arteriosclerosis, with | ,,. tno 
= ja. ACCIDENT WAS UNDERLYING Ee. 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

fj | OR CONTRIBUTING (1) CAUSE OF DEATH 

© | (IF EITHER, NOTI EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. while Not While factory, street, office bldg., etc.) 

a 

= p.m, 19 at workL_} at work {_] 


21. | certify that (1) (this hospital) attended the deceased from. D O07 
saw the deceased alive ot. i ae and that death occurred 312 FOO} 


Za. SIGNATDRE 


19___, that (I) (we) last 


bm the causes and on the date stated above. 
22b. DATE SIGNED 


ya 4 : ATTENDING MED. STAFF | 
lt tt .p. Pays. 1 pirector |] pays. [Xd | 5-1-6 


NAME (YP) Antonius Glahn, M. D. Sykesville, Maryland 


IEREOF wa JAME OF Cl 23d. LOCATION (City, town or county) (State) 
PALOy | 
Al ESS 


22c. PHYSICIAN'S a ADDRESS Springfield State Hospi 


'Y OR LREMATO! 


23a. FCC 
REMOVAL (Specify) |” 


24. FUNERAL DIRECT! ‘25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


oMAY 61965 | forbes Jertpe __ 


= 


nbo76 


MARYLAND STATE DEPARTMENT OF HEALTH 
ISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


lod 
ey Q S750 y 
23 @ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before maa: 
bP he a, COUNTY a, STATE b. COUNTY 
2,2 arrol MARYLAND Maryland Frederick Go. 
bell ias b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. ClTY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Bs 2 write RURAL and give nearest town) 7 
= 8 esville hyrs.10mos. 21dys| Frederick lotl- Av 
@ aha d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
=o 
eas _ Springfield State Hospital North Market Street vesC] not 
Ss = 3. NAME OF First Middle Last 4. DATE Month Day Year 
22 
& Se (ype or print) EVA MARGARET SCHUETTINGER DEATH MAY 27 (1965 
Sok 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED[~] | 8 DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR |IF UNDER 24HRS, 
get last birthday) | Months | Days | Hours Min. 
2\ . | Female White wipoweD K] __bivorceo[]|_~-25=90 yrs. 
= 100. USUAL OCCUPATION (Givekind of workdone | 20b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S we during most of working life, even If retired) INDUSTRY COUNTRY? 
B28 Housewife - New York U.SAs 
2°35 13, FATHER’S NAME 14.” MOTHER'S MAIDEN NAME 
wes 
£F8 Andrew Albert Eva Dorn 
ee, — 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO, | 17, INFORMANT ‘Address 
£2 Ss (Yes, no, or unkown) ae 
“58 _No (none) Records, Springfield State Hospital 
i 4 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] TOE RYAL Ben wer 
Py PART |. DEATH WAS CAUSED BY: 
2585 : IMMEDIATE CAUSE (@)_COronary thrombosis 
ss of , DUE To 
Conditions, if any, which Generalized arteriosclerosis years 


gave rise to Immediate 
cause (a), stating the 
underlying cause last. 


DUE TO 
{c) 


ficate has been 


21. | certify that+H (this hospital) attended the deceased from 
saw the deceased alive on May 2 05. 


July 6 ; to. 
and that death occurred at 0220) Aref the causes and on the date stated above. 


3 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART l(a) |19. WAS AUTOPSY: 
2 (AAU LSE) 
s 2 s 
8 0|2|CBS associated with senile brain disease with psychotic reaction. ves] no) 
| 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part ¥ or Part II of Item 18.) 
$3 | OR CONTRIBUTING [7] CAUSE OF DEATH 
© | (IF EITHER, NOTH /EDICAL EXAMINER) 
2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
3 Hour a.m. factory, street, office bidg., etc.) 
8 bid While Not While 
¥ p.m, 19 at work} at work L] 


y , 190_, that tH) (we) last 


1 
 ) 22a. SIGNATI * DATE SIGNED 
ATTENDING MED. STAFF 
i! A Wann dn wp. PAYS’? Binector C) Pave, C}| May 27, 1965 
22c. PHYSICIAN'S x 22d. ADDRESS 
} NAME (Typs) 


M.D, 


director, page 3 should be detached for use as the burial-transit permit. The! 


Page 4 may be retained by the hospital or attending physician. 
should be filed with the State Dept. of Health prior to burial, 


TO FUNERAL DIRECTOR: After this certi 


23a. BURIAL, CREMATION, 


23p. DATE THEREOF 
REMOVAL (Specify) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


23c. NAME OF CEMETERY OR CREMATORY 


ee LOCATION (City, town or county) (State) 


Buri. une 1,1) t John's footie addle Village eens Ne Ys 
24.” FUNERAL DIRECTOR first pH) MODRESS 25a. REC'D BY REGISTRAR | 250, HEGISTRAR’S SIGNATURE 
ve as M.R.Btchison & Son,Frederick,M od JN 2 1965 ‘be adge 


papers. Pages 1 and 
Ent, within 72 hours after death 


completely filled in by the funeral 
carbon 


ned by the attending physician a 


ia 


lease 
and i 


rmit. Then 
cremation, or removal 


‘transit pe 


a 


= 
s 
3 
a 
3 
3 
& 
c 
2 
a 
3 
@. 
NI 
= 
= 
= 
= 
a) 
a 
2 
= 
3 
g 
& 
2 
= 
2 
=] 
3 
2) 
=. 
4 
oS 
So 
=. 
3 
ry 
3 
o 
= 
s 
~ 
‘S: 
Ct 
= 
mn 
= 
S. 
=a 
os 
tH 
= 
=) 
2 
= 
= 


After this certificate has been si; 


e 3 should be detached for use as the buri 


ctor, page 
should be filed with the State Dept. of Health prior to burial, 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


ire 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
di 


YR A15 (4) 
15M 4-64 


- 
Oo 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAI mle 


06277 CERTIFICATE OF DEATH e754 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


* CON Carroll iiantiaha a. STATE Maryland b.couny Montgomery 


b. CITY OR TOWN (If outslde corporate IImIts, ¢. LENGTH OF STAY IN 1b || -c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Rural--Sykesville lyr. 22 days Rockville (Ei K- 


re 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AODRESS. 6. 1g RESIDENCE 
Springfield State Hospital 6813 Stonewood Terrace ves] no fl 


3. NAME OF First Middl 4. DA Month Da: Year 
DECEASED : ee i 4 


(Type or print) Emily Alberta Smith DEATH 5 25 1965 


5. SEX 6. GOLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE Ba rea | i 
s | Days Tr! | § 


Female white WIDOWED vivorceot]| 7/9/1884 COs 


during most of working life, even If retired) USA 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. eee BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Housewife ek Pennsylvania 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Joseph Lybrand 7. Sasman 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | {I fyes give war or dates of service) 


no unknown pringfield Hospital records--Sykesville 


18. CAUSE OF DEATH {Enter only one cause per Ilne for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET,AND DEATH 
PART |. DEATH WAS CAUSED BY: 
492% IMMEDIATE CAUSE ()___Cardiac failure months 


DUE TO 
Conditions, If any, which (b). Pneumonitis days 


gave rise to Immediate 

cause a), stating the ( OUETO 
underlying cause last. (c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(@)  |19. eS ‘AUTOPSY | 


. ERFORMED? 
Chronig prain syndrome, wath cerebral arteriosclerosis with ves C] NO Be] 


reac 
20a. ACCIDENT WAS UNDERLYING ia 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOT! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at workL_] at work | 


21, | certify that ® (this nosh?) sues the decgased from CE 19___, that (F (we) last 
saw the deceased alive o 2 i965 _, and that death occurred at 92 0F, Tom the causes and on the date stated above. 
22a. SIGNATURE ; ; 22b. DATE SIGNED 
Chiu. Ker mo, SAE > BBoron ENE. (| 5/26/65 
226. PAYSICIAN'S zd. ADDRESS Springfield State Hospital 
ME (YP?) Bdamee Reeves, M. D. Sykesville, Maryland 


MEDICAL CERTIFICATION 


23a, SpHOH ret | 23b. DATE THEREOF ie NAME OF CEMETERY OR OREMAPOR 23d. LOCATION IE. or county) 
pemty LE, 


y S5-ZLF-G 


/ Atle? uf REC" WAY 28. { 365 2 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


akc 06278 CERTIFICATE OF DEATH 09752 


os 

szs 1, PLACE DF DEATH i itutlon: 

eEoo . 2. USUAL RESIDENCE (Where deceased lived, If institution: Resldence before admission) 

283 a. COUNTY 2. SYgTE b. COUNTY | = 

278 Carroll MARYLAND Maryland altimore Cit 

~ aS b. CITY OR TOWN (If outside corporate Imits, ¢, LENGTH OF STAY IN 1b |/ c. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give nearest town) 

3 2 2 write RURAL and give nearest town) - 

amas |_ Svkesvi Lie 4 mos. 3 dys Baltimore 00/- 4 

3 on __ @. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS ‘|e Peer 

=o” , — 

58/5 |__Springfield State Hospital 3106 i, bis 

o5 = ioe as First Middle Last 4. ae Month Day Year 
ype or print) GEORGE RONALD SMITH DEATH May.:205 “7 _ _agjaoe 

5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 


7. MARRIED [X] NEVER MARRIED [} 


9. AGE (In years | IFUNDER 1 YEAR |!F UNDER 24 HRS. 
last birthday) (Months | Days | Hours | Min. 
ie yrs. 


8 Male White wipoweo["] _—ivorceo{-] y-11-86 
oe 0a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR I. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
3 during post of working life, even erro INDUSTRY. & COUNTRY? 
3 hip arpenter (re Lre ) U. S. Coast ceed Pennsylvania eOahe 
13. FATHER’S NAME 4. MOTHER'S MAIDEN NAME 
Edgar Monroe Smith Mary Jane Renoll 
15, WAS DECEASED EVER INU.S. ARMEDFORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, io i. a ae 


Records, Springfield State Hospital 
INTERVAL BETWEEN 


21.2-07~0599 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 
PART 1, DEATH WAS CAUSED BY: " 


ed by the attending physician and, 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death. 


5 
= 
=) 
2 
85 
“Ss 
5S 
Fe 
gs 
as 
~o 
Ze 5 INSET AND DEATH 
pst Linbolk te S 
Sues 2 IMMEDIATE CAUSE (a) DHS/77 
2 Ss 4460 DUE TO SA. 
2 “BS Conditions, if any, which 0) a (Mee Less 
wage gave rise to Immediate stew “/e 5 
332. cause (a) stating the Arlerléscle Fotic KAS DIS CLALSE. YEG $rS 
5 uve underlying cause last. (©). 
= B8s 3 es a ee ee ee et eer re 19. WAS AUTOPSY 
se E i rain romé associated with cerebral arteriosclerosis, with 
Bg os 3713| Bsyehotic reaction ? ves fc] NO [J 
— Pee le e 
SeF5 = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part Ii of Item 18.) 
eag ° &§ | OR CONTRIBUTING CAUSE OF DEATH 
£825 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2228 & | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ) 200. PLACE OF INJURY (Home, farm,| 207. (Clty or town) (County) (State) 
Tee A Hee. Tain, Rbnilets acta factory, street, office bidg., etc.) 
£238 3 = p.m, 19 at work at work 
3 32 g 21, | certify that (0) (this hospital) attended the deceased from_———!—"?_1 4a 4, 19___., that (1) (we) fast 
fees ; i 
SSee saw the deceased alive on__5=20-65___19___, and that death occurred’ , fronf the causes and on the date stated above. 
fess 22a. SIGNATURI Wate %; z | 22b. DATE SIGNED 
s'= yy ATTENDING MED. STAFF 
Seas 1d tt AL mp. PHYS. [1] _pirecror [} pays. [a 5-20-65 
Sa 8! 220. PHYSICIAN’ 22d. ADDRESS 3 5 c t 
Ete NAME Tino) Springfield State Hospital 
835 | (ye) Octavio A, Ruiz, M.D Ps 
sires 23a. BURIAL, CREMATION,| 23D. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATOR i (City, town or county) ate 
smes BU ON, 230. 3 OF GEMETERY OR CREMATORY 23d. LOCATION (City, t ty) (State) 
Sore OVAL sneyn 


SLRI/ ge | DZ. 


2A. FUNERAL DIRECTOR DRESS 
LOS / Le 27 
HEIN Ze f Ke Pg Dkr Gal AI , II 


ine MAY 24 1965 imac 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


— 
Ss 
S's, andl 
= 
S 


Conditions, If eny, which 


R 06279 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 09753 
HEALT! 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before sdmission) 
Bal Ce eit a. STATE 4 b. COUNTY 

mel MARYLAND Marylan CRK Fodt- 
ess = = b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b |" c. CITY OR TOWN (if outside corporate limits, write RURAL end give naarest town) 
Bex £3 write RURAL and give nearast town), | c } , 
mie. | Wier BROGE Sunt 5 WEEAS | pion priage 
oe: se d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ; STREET ADDRESS a Paes 
we 3 oA lim RD ves[]_no 
su an 
3 Bg el . bes First Middle Lest 4 je Month Day Yaar 
Peed (Type or print) LAWRENCE VINCENT SMITH DEATH 5 18 1965 
=e 5. SEX 6. COLOR OR RACE | 7, MARRIED J NEVER MARRIED : 9. AGE inweets TFUNDER 1 YEAR|IF UNDER 24 HRS. 
5 last birthday) (Months Min, 
Bae a male colored WIDOWED (] DIVORCED’ — 
gos ZB 10e, USUAL OCCUPATION (Give kind of work done| 10D. KIND DF BUSINESS OR 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT 
wee 55 during most of working Iifa, aven If retired) INDUSTRY ts yi: WN. D COUNTRY? 
o > f- M o o/ -& Us f y, (i ERs ede ST on 
sa g gs 13.” FATHER'S NAME 14.” MOTHER'S MAIDEN NAME 
= 
863 =o FRANK  L  SITH LRLNE  TH2Mas 
si ES 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO, | i7. INFORMANT Address / 
“5 x > (Yes, ne, or unkown) | (If yes give war or dates of service) | ‘ & = 
25% £ WoWE \FEONKK £ StyTH Lilo ELLE lb 
= Peo 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
5 4 PART |. DEATH WAS CAUSED BY: a. aa ONSET AND DEATH 
£3 oles IMMEDIATE GAUSE (a) Interstitial pneumonitis 
BS GASH DUE To 


gave risé to Immediate ©) 
causa (e), stating the ( DUE TO 
underlying cause last. (co 


the word “pendin, 


). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASECONDITION GIVEN IN PART 1(a) 


ig 


This certificate should be executed 


INER: 
certificate, writi 


Hour a.m. factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


while Not While 
0 


19 at work at work 


: Page 3 should be used as a burial-transit perm! 


Inspection [_], Inquiry [_], 


19, WAS AUTDPSY 
PERFORMED? 
yes [ND] 
20a. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury In Part I or Part 11 of Item 18.) i. 
PRIMARY (} or CONTRIBUTING () 
CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


and In my opinion 


of Health or its designated agent, prior to burial, cremation, or removal, 


director. Page 4 should be forwarded to the Chief Medica 


3 é & , Suicide [_], Homicide [_], Undetermined manner [_] 

f+ 53 CHIEF MEDICAL EXAMINER [_] 
fe ese M.p, ASSISTANT MEDICAL EXAMINER [X] a. Bere ane 
=Sas_ DEPUTY MEDICAL EXAMINER [~] Begs he) 
£3 .3E . EXAMINER'S 
Posey of NAME (Typa) Address (Street, city, town, or county) - 
HSs'sp 23c. NAME OF CEMEYERY OR CREMATDRY 23d. LOCATION (City, town or county) (Stata) 

Zin 
eee MEW WLAD So 2) 
25a, REC'D BY REGISTRAR | 2 EGISTpAR SppIGNATURE 
vR \\ M 
od Rie Lief. oBAY 2 1 1965 


b=-174O99 


Cee 


led in by the funeral 


apers. Pages 1 an 
in 72 hours after de: 


& \ 
\ SN) 
in 24 hours after death. 


dc 


-transit permit. Then please remove 


jan ani 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any e 


ned by the attending physici 
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director, page 3 should be detached for use as the burial 


ificate has been si 


od 


Page 4 may be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


D5220 CERTIFICATE OF DEATH 09754 


18 et nee DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssion) 


ac GAS a. STATE b. COUNTY GS og 
MARYLAND 
b. CITY OR TOWN (If outside corporate limits, | ¢. LENGTH OF STAY IN 1b y city y TOW! 


: f outside corporate prntte write RURAL and give nearest town) 
writg RURAL and give nearest town) 3 Ke ae 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give aeaat address) sc Lith crard ®. 1S ee 


10¢ lLtbenrsed FA ne 


3. NAME OF Adan First 4 Po Last 4, DATE Day Year 


DECEASEI 
(i DEATH 19 Go 
“4 COLOR OR zy 7. MARRIED Sar A E OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR IF UNDER 24HRS. 


= (Type or Print) 
Moke. st eat Hours | Min. 
Whitt wipoweD [} divorced] ah eor| $3 yes. er | 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign 


during most of working life, even If retired) INDUSTRY | é op) & 
Cou yun uv Che ee 
13. FATHGR’S NAME 14. MOTHER’S MAIDEN NAME Sf citt 


15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 


(¥es, no, or unkown) aay? 2 et service) al | 5-142 65 AA rs (Aor 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Pela, INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: T LAS eee ONSET AND DI 
IMMEDIATE CAUSE (a) LMe “te. 


DUE TO 
Conditions, If any, which S- 
(b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (). 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELA D TOTHE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a)  {19. RRO 


yes [] No bY 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE fa INJURY OCCURRED. (Enter nature of injury In Part I or Part 11 of Item 18.) 
OR Se ae OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
While. — Not White factory, street, office bidg., etc.) 


at work at work 


GO) Z, 
19/2 5_, and that death occurred at? 54M, from the 
Wa, avi | — ed tS 2b. oe 


MEDICAL CERTIFICATION 


ATTENDING 
M.D. PHYS. Boron O $8 Pave. CI 


age a We j if Fo A P| Ad, P. 224. yes yout ter fod 
Vinee bie 


0 BURIAL, ATION, ib. ecg’ Hy 17 NAME OF CEI 


LOCATIO! A yf TY (State) 


CRE 
RENAL be igéecion ia eee sae fcr Maine 
te ine DIREC TOR a 25a. REOD BY REGISTRAR | 25b. REGISTRAR’S Ua 
aces LOM Kd ee Tid owe MAY 11 19 rein 


1 


a 


HEALTH DEPT. 


(” 


ge 5 may be 


eSSary, 


‘0 the funeral 


t 


ba 


h 


‘ed within 24 hours after death. If any delay 
, 2, and 
and in any event within 72 


in pencil in Item 18. Give Pages 1. 
Examiner’s Office along with form PM3. 


f 


-transit permit. File pages 1 and 2 with t! 


in 
cremation, or removal, 


INER: This certificate should be execut 
ge 4 should be forwarded to the Chief Medica 


retained for your files. 
JO FUNERAL DIRECTOR: Page 3 should be used as a burial 


please execute the certificate, writing the word “pendi 


of Health or its designated agent, prior to burial 


TO DEPUTY MEDS 
director. Pa 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
06284 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 09755 


i. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. CITY OR TOWN (If outside Sommorsts Iimlts, ©. LENGTH OF STAY IN 1b |’ c, GITY OR TOWN (if Outside corporate Ilmits, write RURAL and glve nearest town) 
write RURAL and give nearest town) 
Potapsco 8 mo. Potapsco 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. Ee 
/ 
ves] not] 
3. ec, First Middle Last 4 DATE Month Day Year 
(Type or print) CHARLES EDWARD SPENCER DEATH May 6 ? 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIEO [-] NEVER MARRIEO 8. DATE OF BIRTH 9 AGE iene IF UNDER 1 YEAR |IF UNOER 24 HRS. 
: . Is sy) | Months | Da: Hours | Min, 
male white wiooweo 3 owoncen [>] |April 19, 1884 | Oh we fe 
108. USUAL OCCUPATION (eG of work done| 10b. KiNO OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Route foreman dairy Carroll Co., Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
Charles W. Spencer Rachael Snyder 
15. WAS OECEASED EVER INU.S. ARMEO FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) ’ Po rarese ’ 
-- -< 212-10-8686 | Mr. Alvie G. Spencer and 
1 


ine for (a), (b), and (c).) 


A 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


18. CAUSE OF DEATH [Enter only one ceus 
PART |. DEATH WAS CAUSED BY: 
e IMMEOIATE CAUSE (e). 


yt do | 


a 
RVAL yEEN 
aS BY 7 INSET Al iH 


19. WAS AUTOPSY 
PERFORMED? 


O NO bt 


DUE TO 
Conditions, If any, which (b) 
gave risé to Immediate 
cause (a), stating the DUE TO 
underlying csuse last. (c) 


YES 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nuture of injury In Part | or Part Ii of Item 18.) 


MEOICAL CERTIFICATION 


PRIMARY [} or CONTRIBUTING (J 
CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a. while Not While factory, street, office bidg., et 
19 at work] et work CL) 
21. | certify that | took charge of the remains described above, held an Autopsy Lae Inspectio: , Inquiry [_], and In my opinion 
death resulted from: Natural causes DX], Accident [_], Suicide (1, Homicide [[], Undetermined manner (_] 


ra CHIEF MEDICAL EXAMINER [_] 


24. FUNERAL DIRECTOR 
. g Coie Prgira, 


SGNATUR fi., ASSISTANT MEDICAL EXAMINER [_] eet pr 
EXAMINER'S DEPUTY oe L EXAMINER ; 
NAME (Type) Miaka Mbgcie w CIR aA tA 
23a. ee PMA 23b. DATE THERE! 23¢. NAME OF CEMETERY OR CREMATORY am LOCATION (City, town or county) y yb) 
pec! 
buria May 10, 1965] St. Mary's Cemetery ampden, Balto., Md. 1 


ADORESS 


Ped, 


LV 


fia WAY 10 1965. ya RAR’S SIGNATURE 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06282 CERTIFICATE OF DEATH og 


= 
a3 iB peste: DEATH a © "|| 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before emission) 
25 sm e. STATE b. COUNTY 
ang Carro na wz MARYLAND | E arro 
ee 8 b. CITY OR TOWN (if outside corporate limits, "|e. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL end give neerest town) 
Fas write RURAL and give neerest own) 
258 X Sykesville 
2} ae V7 - s z —— 
yas d. NAME'OF HOSPITAL OR INSTITUTION {if not in hospitel, give sireel address) ) ¢ STREET ADDRESS 15 RESIDENCE 
oe¢, f | NA FAI 
& = 570 Pullen Nursing Home | Gaither Road yes [] No PJ 
3Y ———— — ————— — = =e — 
Eats 3. NAME OF First Middle Tat re DATE Month Dey r 
3 ag DECEASED 
Boe (Type o¢ print) ay GUY STEM q] DEATH Ma 19 65 
8 § = 5. SEX |6. COLOR OR RACE)7. arpieD [Never MaRRieD [-] | ® OATE OF BIRTH 9. AGE {in yoors [IF UNDER 1 tear iF UNDER 24 HRS. 
aid en Moat Deys | Hours | Min. 
oe male white wibowto K] DivorceD [_] May 9 $ 1 876 yrs. 
gg TOs. USUAL OCCUPATION (Give kind of work | T0b, KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 ge done during most of working fife, even if retired) a 
$52 |_retired farmer | owner ___|_ Maryland : | U.S.A. q 
13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
Charles W. Stem | Josephine te. 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT "(Address ¥ 
(Yas, no, or unkown) | (ifyesgivewerordatesof service) . 
no none ‘|Francis A. Stem, same as # 2_ } 
1B. CAUSE OF DEATH [Entar only one cs { so ‘ "| INTERVAL BETWEEN 
a ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (e)__ 


é x DUE TO : 
Conditions, if any, which tb) os Sp Aine, Colic hlaren gis yy i 
‘ 


< 


geve rise to immediate couse 


Score kell oe ee eo ny a 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED Tf THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 


19. WAS AUTOPSY 
PERFORMED? 


200. ACCIDENT WAS UNDERLYING [1] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 


20c. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED 
While Not Whila 


jet work [_] et work [] 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) | ~ {Stete) 
fectory, street, office bldg., ele.) | 


MEDICAL CERTIFICATION 


jal) attended the deceased from. 


t MJ, that (1) (we) last 
19.& ud, and that death occurre oi F0.4M, from the causes and on the date stated above, 


7 > ‘i 2 22b. DATE 
ATTENDING MED. STAFF 
Nee4 = « mp, | PHYS. pirector [] PHYs. [1] 


22c. PHYSICIAN'S 22d. ADDRESS 


(Type) 
ma (HOWARD _B. HALL __| fen 2a a ‘ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


director, page 3 should be detached for use as the burial-transit permit. Then please Te 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


death. Page 4 may be retained by the hospital or attending physician. : 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending p! 


a BURIAL, eee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} {(Stete) 
BURIAL” | 5-8-1965. Ebenezer Carroll Co., Maryland _ 


24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 


C.M.Waltz, Box 241, Sykesville,Md. 


VR AIS (4) 
20M 5-63 
\ 


250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
oar _ {AY ik 0 fs eg 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, GosT 


CERTIFICATE OF DEATH 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 


Carroll MARYLAND Maryland Balboa Gitar “A 
b. CITY OR TOWN (If outside cor porate Nmits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outslde corporate limits, write R' ‘at ve town) 


write RURAL and give nearest town) 


Sykesville Syr.8mo.lldys Bal TOO 
d. NAME OF HOSPITAL OR INSTITUTION (If not In naa glve street address) || d. STREET ADDRESS. e payee se 


Springfield State Hospital 803 West 38th Street — ves{]_noL 
. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED a 
(Type or print) EUNICE STEPHENS | pein 19 
5, SEX 6. COLOR OR RACE | 7. MARRIED a &, DATE OF BIRTH 3, AGE (In years RL YEAR | FUNDER 24 HRS, 
Le Ie NEVER: MarR ED IE] Jast birtheay) yeree | Days | Hours Min, 


Female White | wivowe By pivorceD [7] 8-29-1888 76 vss. 


10a, USUAL OCCUPATION a kind ofworkdone| 10b. KIND a Jace is OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTR' COUNTRY? 


—" 


he 


ers. Pages 1 and 2 
72 hours after deat! 


ip 
in 


Si 


id completely filled in by the funeral 


Nease remove 
and in any ey, 


ysician an 


if 


Inknown West Vi UL Sok, 
13. “FATHER’S NAME 14.” MOTHER’S MAIDE! ME 


Unknown 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


° 215-22-7,22| Records, Springfield State Hospital __ 
18. CAUSE DF Di i . INTERVAL BETWEEN 
[2 EATH [Enter only one cause per line for (a), (b), and (c).] ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
;) yy IMMEDIATE cause (a)___Uremia SS 
Hf 4 Xx DUE TO 
Conditions, If any, which ()__Renal failure months 


gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. «—_Nephrosclerosis years 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a)  {19. hie AUTOPSY 


Chronic brain syndrome associated with cerebral arteriosclerosis, with] yes ay 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1 of item 18.) 


ed by the attending ph 
-transit permit. Then 
|, cremation, or removal 


g 
“4 
$ 
n=) 
= 
5 
c= 
4 
ie 
g 
So 
2 
N 
p- 
= 
P=4 
= 
7 
3 
2 
= 
a 
. 
2 
= 
a 
o 
2 
2 
7 
Hy 
J 
= 
3 
o 
a 
Hy 
3 
. J 
2 
s 
be 
. 
3 
s 
a 
g 
= 
a 
i=” 
& 
2 
= 
= 


S 


MEDICAL CERTIFICATION 


OR CONTRIBUTING [>] CAUSE OF DEATH 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 


.m. at work} at work 


21. | certify that (I) (this hospita)) attended, the deceased from___9=8=59 — Rirnyy 19____, that (I) (we) last 

saw the deceased alive on cel 19___, and that death occurred a thy the causes and on the date stated above. 
22a. a | 22b. DATE SIGNED 
meee (CO Dintcror OC) Pave OF 5-19-65 


Py, PHYSICIAN'S me ApDRESS Springfield State Hospital 
MANE (iP) Antonius Gta¥n, M.D, aie 


23a, cae CREATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cit: Dos Pedy 
VAL (Spectty) PunES: 
Anne Af Co. 


ja. “REC’D BY 1065 25 GISTRBR'S dart 
AY 24 1965 | fOores ‘ite 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the bi 
should be filed with the State Dept. of Health prior to buria 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


24 hours after death. 


lease rem papers. 
y within 72 hours after deat! 


ib 


cremation, or removal 


-transit permit. Then 
burial, 


| or attending physician. 


director, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician gnd 
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MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
O6286 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


1 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. CDUNTY a. STATE b, COUNTY 
Carroll MARYLAND Maryland 


Sykesville 6 yrs./10 mos}|_ Baltimore 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TDWN (If outside corporate limits, write RURAL end glve nearest town) 
write RURAL and give nearest town) 
sa/- 


d. NAME OF HDSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS - @. 1S RESIDENCE 


DNA FARM? 
Springfield State Hospital 3020 West Barre Street 30 ves] no fk] 


3 


. NAME OF First Middle Lest 4. DATE Month Day Year 
DECEASED DE 
(Type or print) Daniel Christian STRONRMANN DEATH May 2 1965 


last b 


5. SEX 6. COLOR DR RACE | 7, MARRIED [-] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (in years hers] Boe | | 


male white wippweo [J pivorceo fx]| 7-1-1883 81 yrs. 


day) “fe 34 Days | Hours Min. 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KINO OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
during most of working life, “CE If retired) INOUSTRY CDUNTRY? 


Tile Setter 


Retired 


Mary lan fel i 
13, ramen NAME 14. MDTHER'S MAIOEN NAME 


George Strohrmann Elizabeth Schmi 
midt 


(Yes, no, or unkown) | (Ifyes give war or dates of service) 


15. WAS DECEASED EVER INU.S. ARMEOFDRCES? | 16. SDCIALSECURITYND. | 17, INFORMANT Address 
$ 


no None pringfield State Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c),) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSEO BY: i ONSET AND DEATH 
IMMEDIATE CAUSE (a)__/A ary a mig. 


¥ Jo} DUE TD 


Conditions, tf any, which Arteriosclerotic heart disease years 
gave rise to Immediate ) 


cause (a), stating the ( OVE TO 
underlying cause last. (o). 

PART 1]. DTHER SIGNIFICANT CDNDITIDNS CDNTRIBUTING TD DEATH BUTNDT RELATED TD THE TERMINAL DISEASE CONDITIONGIVEN INPART (a) 19. WAS 5 AUTOPSY 
CBS assoc. with circulator msi Sturbance, with cerebral arteriosclerosiby.. Fae 
with ie reaction, assoc. 1% 1 i] eA 

208, AeCiOnNT WAS UNDERLYING 20b. DESCRIBE HDW INJURY OCCURRED. (Enter nature of Talay In’Part | or Part 11 of item 18.) 


DR CONTRIBUTING [) GAUSE DF OEATH 
(IF EITHER, NDTI EDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m, While factory, street, office bidg., etc.) 


Not While 
p.m. 19 at work L_] at work oO 
21. I certify that (1) (this hospital) attended the deceased from.__7— 3—" , 19 to__5=2=05 , 19 ___, that (1) (we) last 
=228 19 and that death occurred at2:.5mAfedmuthe causes and on the date stated above. 


Za. SIGNATURE l= Uy ; 22. DATE SIGNED 
y ATTENDING -— MED. STAFF 
AG Se Za mo. Pays. [J _pirector [J _PHys. 5-2-65 


22¢. PHYSICIAN'S [* ADDRESS Syringfield State Hospital 
Sykesville, Maryland 


NAME (Type) . ki . 
Van Octavio Ruiz, M.D. 


REMOVAL (Speclfy) 


23a, BURIAL, rea | 23b. DATE THEREOF 23c. NAME OF GEMETERY DR CREMATORY 23d. LOCATIDN (City, town or county) (State) 


Burial 5/8/1965 Western Cemetery Baltimore, Md. 
24. Ri ECTOR Be-L0, pe 25a. REC’D BY REGISTR 25b. REGISTRAR’S SIGNATURE 


C227 


Wm.p. DihnrwtSorne rath 2f a. areo,| AY 3 1964 ftorts joa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 09759 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Resldence before admlssion} 
a. COUNTY a. STATE b. COUNTY 7 
Carroll MARYLAND Maryland Allega 
b. CITY OR TOWN (If outside corporate Ilmits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) a 
Sykesville 2278) -?mos. 7days Frostburg Ol Xa 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. Saas 


Springfield State Hospital R.F.D. #1, Box 6 yes(] noft) 


|. NAME OF First Middle Last 4. DATE Day Year 
DECEASED 


OF 
(Type or print) CHARLOTTE (none) _ TOMLINSON DEATH 2h 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [—} NEVER MARRIED [-]| & DATE OF BIRTH S._ AGE (in, years | TFUNDER 1 YEAR|/F UNDER 24 RS, 
last birthday) Months | Days | Hours | Min. 
Female White WIDOWED [7] pivorced[]|_ 11-19-78 G6 yrs. 
10a. USUAL OCCUPATION (Give Kind of work done| 100. KIND OF BUSINESS OR IL BIRTHPLACE (County & Stats, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Housewife - Maryland tek. 
13. FATHER'S NAME 14, “Wg ie NAME 


~ 


urs after death. 


lease rem 


Then pl 


George Lires Esther Tomlinson _ 
15, WAS DECEASED EVER INU.S.ARMEDFORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) |(If yes give war or dates of service) 
R 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} pM 


“: EATH 
PART |. DEATH WAS CAUSED BY: i fe} opneumonia 
IMMEDIATE CAUSE (2). Aspiration bronchi pn 


100 DUE TO 
Conditions, If any, which ©. Arteriosclerotic heart disease years 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVEN INPART (a) |19. WAS AUTOPSY 


CONTRIBUTING TO DEATH ri 
wees + ‘ . YES no [] 
20a. ACCIDENT WAS UNDERLYING gf 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of lijury in Part | or Part 11 of em 18) 
OR CONTRIBUTING (7) CAUSE OF DEATH 


(IF EITHER, NOTI: EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 
p.m. 19 at work[_]_at work (1 


21. | certify that 4) (this hospital) attended the deceased fro OF: , 194¢_, to. as , that TI) (we) last 
saw the deogased alive on_,li 965. and that death occurred at_2: LMP fidm the causes and on the date stated above. 


22a. SIGNATUR' L we DATE SIGNED 
ATTENDING MED. STAFF 
x Wann mp. pHys. (Xt birector {] Prys. C1} 
22e. PHYSICIAN'S te ADDRESS 
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or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


MEDICAL CERTIFICATION 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


NAME (TYP)T] se’ Kamm, M.D. Sykesville, Maryland 


director, page 3 should be detached for use as the burial-transit permit. 


Page 4 may be retained by the hosp 


TO HOSPITAL OR ATTENDING PHYSICIAI 
should be 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
RE] At (Specify) 


Buria 5=27= Fptg ark | Frosthure, Md. 
er 24. FUNERAL DIRECTOR 65 Al Memorial P 25a. REC’D BY REGISTRAR! 25b. REGISTRAR’S fic ere 


Joseph R. Durst, Sr., Frostburg, Md. | ome MAY 28 1955 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 09760 


1, PLACE OF DEATH ? a 12, USUAL RESIDENCE (Where decoosed lived, If Inslitulion: Residence before admissian) 
e. COUNTY i b. COUNTY 7 


Carroll MARYLAND _ Maryland _ ____ Charlea 


‘ —_ 


jihin 72 hours after death’ 


b. CITY OR TOWN (if ide corporete limits, ~) ¢. LENGTH OF STAY IN ib |! . CITY OR TOWN {if outside corporete , write RURAL end give neerest town) 
write RURAL end give neerest town) 


Henryton 898 days — Indian Head 


~~ d. NAME OF ony, OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS : “ RESIDENCE 
” ON A FARM? 


_Henryton State Hospital ves (J No fq 


3. NAME OF First Middle Lost i. Dey Yeer 
DECEASED OF 


sida eh Lessie Faaguea!.2, Turner May_ 261965 
5. SEX 6. COLOR OR RACE 7, MARRIED [_] NEVER MARRIED $e] | 8- DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthdey) ease Deys | Hours | Min, 
Female Negro wipowen [_] pivorced [_] | = - 1903 61 ¥. | | 


TWOe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | {1. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 


None None |Charles Co., Maryland | 


13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


Wesley Turner = P | Hawkins ee 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive werordatesofservice) 


_no None Ray Hawkins - 4043 D St., S,E., Wash., D. C. 


18. CAUSE OF DEATH (Enter only one ceuse per line for (e), {b), end (e).] | INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
immeniate cause o) Sudden cardiac death, Hypertensive cardiovascu. 
4 DUE TO disease. 


Conditions, if eny, whieh (b)_ Arteriosclerosis 


geve rise to immediate ceuse 
(a), steting the underlying 
couse lest, te! 


—— = = 
PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)| 19. WAS AUTOPSY 
PERFORMED? 


yes [] No Pq 


24 hours after 
in by the funeral 


& 


Then please remove carbon papers. Pages 1 and 2,should 


s that the death certificate be executed 


DUE TO 
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"200, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
OR CONTRIBUTING [-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, | 20f. (City ortown} (County) (Steta) 
Hour e.m. While __ Not While fectory, street, office bldg., ete.) 
1 work [] et work 


MEDICAL CERTIFICATION 


be detached for use as the burial-transit permit. 
Dept. of Health prior to burial, cremation, or removal, and in any eyent, 


al certify that (I) (this hospital) attended the deceased from a 19. 5, that (1) (we) last 
saw the ee) i May.26. 285. 19... 65, and that death occured ait 59, PaMine causes and on the date stated above. 


/22e. SIGNATURE 22b. DATE 


thelp are Ul Upeene fees » [ME Bre oe ORE ey 8, ge 


/22c. PHYSICIAN'S | 22d, ADDRESS 
ww eo Edgars M. Seer? M.D, | Henryton, Maryland 
: : . 


23e. BURIAL, CREMATION, 23b. DATE THEREOF NAME OF ee) ’ 23d CATION (City, town or 


ee uta. i = oS ADDRES: 250, REC'D SES GA tt EGISTRAR’S, SIGI 
Rec Rnd Home “a, bade, | SON” S168 ele Las 


be filed with the State 


& director, page 3 should 


so 
Se 


MARYLAND STATE DEPARTMENT OF HEALTH 
0 g 3 ge OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


f CERTIFICATE OF DEATH 09 76 i 


/ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, Hf institution: Residence before admission). 
a, COUNTY a. wy b. COUNTY 


CARROL LAT Y MARYLAND MARYLAND CARCI OLaL 
b. CITY DR TOWN {if a - ake limits, IGTH OF STAY IN 1b Ky CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write io and give nearest town) 


| RESTAUY ST Le PYRS__\pestmysTeR, MD 


d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ||"d. STREET ADDRESS @. 1S RESIDENCE 


f DN A FARM? 
SP SYS GR = Aree ae ST LIBEL Te szperr-| wt nq) 


3. pee ae First Middle Last 4. ae Month es 


ECEASED a: 
(type or print) OSSL/ DEATH oa oO sift 1968 
5. SEX 6. Very | | MARRIED [-] NEVER MARRIED [7] | 8 DATE OF BIRTH 3. AGE Gn years [IFUNDER 1 YEAR on | Hoe | 


= Fn birthday) ths | Di / Hours | Min. 
woowE es, pivorceo [] SLAT-2 ‘4 aa on Dv | ays jours | in. 


1Da. USUAL OCCUPATION (Give kind of workdone| 1Db. i" Dd a BUSINESS OR 11. BIRTHPLACE (County & State, or £5 country) | 12. bead ea WHAT 
during most of working life, even If retired) INDUSTRY 


CRANE 08D IK DUST Bee LAL DEAL C MAIDEN NAME e Ee LSA 
LLDPE D2. (Ay Fossey” WA _LEASZABETH. FOLLMW ELER 
5. WAS DECEASED EVER IN U.S. R ED FORCES? 


Ap VRS OES ED VER ND SgH MD Lene g SOCIAL SECURITY NO. iE INFORMANT Address Z7 LI GLATY ST 
Ae 17-09-O9(9 \BAVGATER MS.JONN H. CON S0.WESTHINET ET. 


18. CAUSE DF DEATH EEnter only one cause per line for (@), (b), and (c).} INTERVAL cal 
* 


PART |. DEATH WAS CAUSED BY: 
. IMMEDIATE CAUSE NEN pee Gee ae Gein Coin i t a a 
Nts Pe Yai wy 


\ 


- 


pers. Pages 1 and 2 


pletely filled in by the funeral 
nt, within 72 hours after deat 


Brbon pa 


, cremation, or removal, and in at 


-transit permit. Then please ri 


4 9 DUE TO ee or 
Cenditions, If any, which b) OC _p-wg2t oe oe cree 


gave rise to immediate 
cause {a}, stating the DUE TO © & eat Gor eeeee 
underlying cause last. (c) aN. Rt 4122-3-> ees A tee ry & Etats ti 


PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH GUTNOT RELATED TO THF TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. BLS i a 


od hy ves{[] NOT] 


ea a 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE MDW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part 11 of Item 18.) 
DR CONTRIBUTING [7] CAUSE OF DEATH -— 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ee oe ot, 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work im} at work or} te 2 
21, I certify that (1)-( “hight the deceased from22cay 79" 1935'S to Pray 7a, 1944, that (I) (we) last 


saw the deceased alive on. 19%.S", and that de¥th occurred at47A_M, from the o6lises and on the date stated above. 


22a, SIGNATURE 22b. DATE SIGNED — 


ATTENDING STAFF 
¢ he ga ae Cee M0. PHYS. Dinvcror CL) pws, | S-//-2.5 
PHYSICIAN'S L 22d. ADDRESS 


aise: WE, Ch BL Mesh | IS CEVTER ST- WESTHYSTELAD 


MEDICAL CERTIFICATION 


2 Renn Rec“ 23b. DAME THERROF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or oe (Stat 
Bugjae 2/65 \STTOANS ALISTER S$ Wear PEST SZ RP. 
5 RAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATUR 
BESTHM IN STER, Meh MAY 12 1965 [Ororley jeeige 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to bur 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06288 CERTIFICATE OF DEATH o9762 


. PLACE OF DEATH Q 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. COUNTY Ci ee STATE b. COUNTY > Q 
marvano || OP 
fs 


b. CITY OR TOWN (if outside cor, aie IImits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN li Ide corporate v5 write RURAL eng give nearest town) 
rite RURAL and gl} are: town) Xx He 
eg gS 3 Oe L aa Wr 2 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, Cc. Street iat ie ST 3 AOORESS 6. pape le ee 


ae 

Py 4 Cree tte are yes{] nold~ 

. pees We First Middle _ st 4. eee Month Day Year = 
Gype or priny) A Ing, Virginit  W, [holm | OEATH 12-1965 

5. SEX 6. COLOR OF RAGE OR RACE | 7, MARRIED ER MARRIEO[_] | & BATE OF BIRTH 9. AGE (In yearg] IFUNDER 1 YEAR|IF UNDER 24HRS, 


i ae Wht wiooweo [] olvorceo{_] lew iG / 93 Ph er | 5 ae “ee 


10a. USUALOCCUPATION (Give kind of pip <b 10b. ra a pou fe. Gite i. ros (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) meh d COUNTRY? 

t ees Co (oa _ AA ‘ 
13. FATHER’S NAME ms y 14. MOTHER’S MAIOEN NAME 


f } n a ;. 
VombaeA S¢ fits > ae Ae pee (x0 ne 
seine Ex 4 ; | a7. iz a Meg, 
fa ERINU,S. ARMED FORCES? | 16, SOGIALSECURITYNO, | 17. INFORMANT Tate are 


no, or unkown) | (Ifyes vive war or dates of service) A ry / 
4 Mere Mawel he ely 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (1 ; TNTERVAL BETWEEN 
PART 1, DEATH WAS GAUSEO Oe on ae ONSET ANO OEATH 
FATMMEDIATE CAUSE (a)____ “bre inn) ~£ ¥ Atdig. 
AN OUE TO 


Conditions, If any, which ) OPTS pp A Va meg es Sy ye 


gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (co) 


PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITIONGIVENIN PART 1(a) |19. ae Bnesy 


Deadatin allies ne 


20a, ACCIDENT WAS UNDERLYING GL. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI EQICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While — Not While factory, street, office bidg., etc.) 
p.m. 19 at workL_]_at work [_] 


21. | certify that (1) (this hoagie attended the deceased from_- 194. , to 19) ing (we) last 


saw the deceased alive o 19.43, and that death occurred at/_//#-M, from the gauses and on the date stated above. 
Qa. SIGNATURE 22b. OATH SIGNED 
RI fs ue BR" Mie HE Ol $12 [os 


22¢. Ra aeen nS FE al 22d. ADDRESS y 
oe Wit Foard MO. | AW4wchester Md 
23a. REMOVAL speci) 23b. OATE THEREOF 4 23Geq,NAME OF CEMETERY OR CREMATORY | thy (City, town Dy, (State) 


sg os a es *SBIGNATURE 
hohe i flo. Se zak Rati oh Spied xh 


by the funeral 
Pages 1 and 


in 


move carbon papers. 


or removal/ and in ayy event, within 72 hours after death. 


permit. Then 


, cremation, 


letached for use as the burial-transit 


Dept. of Health prior to burial 


MEDICAL CERTIFICATION 
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Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physiclan and completely filled 


director, page 3 should be di 
should be filed with the State 


’ MARYLAND STATE DEPARTMENT OF HEALTH 
Ob eRe” “OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, GURa. 


al --», CERTIFICATE OF DEATH .. - Q9 263 
ES 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence bet mission) 
so a, COUNTY a. STATE b. COUNTY IL 
= R 
oe MARYLAND 
20 b. CITY DR TOWN (if outside corporate limits, c, LENGT! a STAY IN 1b || c. CITY, OR TOWN Zo outside ett Lae write f (Z and give nearest town) 
ee eg RAL and WHEL hearesz town: fee 
5 | od 
ES x é 
eG d. NAME OF tbe if INSTITUTION nee nat in hospital, givedstreet address) || d. STREET fll @ Bi eves 
an 
gs / YES a pi ia 
es 3, NAME DF First Middl =m Da a DATE Me Da! Year 
ee DECEASED . Z |" 7 
5 (Type or print) MN; Ht ws if E DEATH YA Wh45 
5. SEX 6 COLDR DR RACE 7. MARRIED [~] NEVER MARRIED ie 4 7a al BIRTH 9. se (in fan IFUNDER 1 YEAR |IF UNDER 24 HRS. 
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